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ADVANCES IN THE TREATMENT OF MUS- 
CULAR PALSIES. 


By Dr. BENNo MULLER, 
‘HAMBURG, GERMANY. 
(Translated for the AMERICAN JOURNAL OF SURGERY.) 


Not many years ago we were powerless to re- 
lieve chronic palsies, whether due to septic processes 
or to injuries of the peripheral nerves. The patient, 
hampered with a damaged or useless extremity, 
was abandoned to his fate, and condemned to the 
end of his days to suffer with deformities that could 
be only too accurately foretold. The surgery of 
to-day has triumphed, and has succeeded in re-estab- 
lishing almost normal function in these hitherto in- 
curable conditions. 

Surgical procedures are particularly successful in 
paralyses of the extremities. Especially favorable 
are the so-called peroneal palsies of the leg, most 
often caused by brain softening, as the cerebral pal- 
sies of children, apoplexies, etc. In these peroneus 
palsies the treatment is simple and comparatively 
easy of execution; furthermore, the results are 
usually excellent. These paralyses affect the dor- 
sal group of the leg, the extensors of the foot, with 
consequent inability to perform dorsal flexion and 
thus there is a drop-foot in walking. When one group 
of muscles of an extremity is paralyzed its antagon- 
ists attain the upper hand. In peroneal palsies a per- 
manent contracture of the muscles of the calf, the 
flexors of the foot, is the outcome. The muscles of 
the leg are supplied by the peroneal and posterior 
tibial nerves; the tibialis anticus, extensor longus 
hallucis, extensor longus digitorum, etc., being 
innervated by the peroneal branch; the tibialis pos- 
ticus, the gastrocnemius, the flexor longus digi- 
torum, flexor longus hallucis, etc., by the posterior 
tibial nerve. In the paralysis we are now consider- 
ing, the extensors are affected. 


The operative treatment consists in separating the 
tendons of the paralyzed muscles from their bellies 
in such a fashion as to permit of their attachment 
to some of the tendons of the muscles supplied by 
the posterior tibial nerve. This transplantation of 
the tendon of a functionating muscle upon that of a 
paralyzed muscle re-establishes an almost normal 
functional capacity. Even if one is unable to pro- 
cure, in every case, full motion of every toe, the 
operation succeeds in effecting a normal posture of 
the foot, and more or less normal mobility of the 
foot as a whole, though this mobility may be quite 
limited. The deformity resulting from the palsy 
may not be limited to drop-foot alone, which is pro- 
duced by the contracture of the unopposed and prop- 
erly functionating antagonistic group; it may also 
be complicated by a club-foot position. The toes 
point inward, and in more advanced cases the patient 
walks upon the outer edge of his foot or even upon 
the external malleolus. This deformity is produced 
by the traction of the tibialis anticus muscle, which 
is at least partially functionating, as some of its 
fibers are supplied by the posterior tibial nerve. AlI- 
though the typical picture of the palsy is thus some- 
what altered, anatomical considerations account for 
the causes of this second deformity. The operative 
steps and the necessary treatment will be illustrated . 
in the following case—in every way a typical one— 
upon which I operated a few years ago. 

George M., a boy eleven years of age, has been 
paralyzed in the right arm and leg since his second 
year. He has occasional mild epileptic convulsions 
and is mentally deficient. Except for the paralysis 
his bodily development is normal. The affected ex- 
tremities present the following condition: The right 
arm is flexed at the elbow, wrist and finger joints 
(compiete paralysis of the musculo-spiral nerve). 
The right leg shows extreme equino-varus position, 
the boy stepping not upon the sole, but upon the 
outer edge of the foot and upon the external mal- 
leolus. When the foot is permitted to hang passive- 
ly, this equino-varus persists, as it is produced by the 
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contracture of the normal muscles, the tendons of 
which can be felt as tightly stretched strands, by 
palpation at the proper anatomical sites. The Achil- 
les tendon is tense and retains the foot in its plantar 
flexion. The patient can move the foot only very 
slightly. 

The conditions are such that a tendon transplan- 
tation will restore the foot to a normal posture and 
likewise afford some, though not complete, mobil- 
ity. The tibialis anticus, as already mentioned, al- 
though chiefly supplied by the anterior tibial nerve, 
is also supplied by a branch from the posterior tib- 
ial. This muscle, therefore, though not retaining its 
full strength, will nevertheless suffice to maintain 
a normal position of the foot. This is demonstrated 
by the fact that the foot is pulled in and dorsally. 

The operation is performed as follows: Under 
Esmarch ischemia, a curved incision is made upon 
the dorsum of the foot, reaching approximately 
from the lower third of the anterior edge of the tibia 
to the tubercle of the fifth metatarsal bone. The 
convexity of this slightly curved incision should 
point inward, and it should expose the ligaments 
and tendons. The tendon of the tibialis anticus is 
now isolated and split lengthwise almost up to the 
point where it joins the belly of the muscle, in such 
a fashion that one-half of the tendon remains con- 
nected with its normal place of insertion. Through 
another incision the Achilles tendon is now length- 
ened, by “auto-transplantation,” sufficiently to per- 
mit of normal posture when the freed half of the 
tibialis anticus tendon shall have been fixed to the 
tuberosity of the fifth metatarsal bone. After the 
Achilles tendon is thus lengthened, the posterior 
wound is closed, and the tibialis tendon actually fas- 
tened as just described. This tendon must be sut- 
ured to the periosteum as far laterally and below as 
is feasible, in order to raise the external edge of the 
foot as much as possible, for this is the chief aim of 
the entire maneuver. 

In the case under discussion nothing further was 
required to produce the desired correction. The 
wound was then closed and the limb fixed for some 
time in the normal position. In order to prevent a 
projecting ridge, the transplanted half of the tibi- 
alis tendon has to be drawn beneath the annular 
ligament. In this case a very satisfactory result 
was obtained, without more complicated transplan- 
tations. The foot retained a perfectly normal posi- 

tion and the boy was able, after the wounds were 
healed, to walk upon the sole of his foot which hith- 
erto had been impossible. 

The reason why I refrained from more extensive 
transplantations was that the paralyses were of long 


standing and consequently the muscular atrophies 
advanced in grade. Even the normally innervated 
muscles of the calf were markedly atrophied and un- 
able to produce extensive movements of the toes. 
The chief desideratum was to establish perfect posi- 
tion, which in this instance was obtained, and, as a 
matter of fact, the boy was able, in the course of a 
few months, to perform limited movements of flex- 
ion and extension. 

It is of very great importance to fix the tendon 
firmly to the tuberosity of the filth metatarsal bone, 
which is best accomplished by loosening the perios- 
teum for a short distance from the bone, shoving the 
end of the tendon beneath this bridge and fixing it 
with several silk sutures. 

In cases of long standing, due to infantile cere- 
bral palsy, the above described operation should 
suffice, as the aim is merely to restore a normal posi- 
tion and slight mobility, sufficient for walking, with- 
out attempting a restoration of motion in individual 
toes. In cases of shorter duration, in which the 
muscular atrophy has not yet reached a high de- 
gree, better results are desired, and may be attained 
by more complex tendon transplantations. 

In more recent cases, with well preserved muscles 
the tendon of the tibialis posticus may be split, one 
half liberated and drawn through the interosseous 
membrane to the anterior surface of the ankle, to 
be united with the tendons of the extensors. This 
should allow dorsal flexion of the toes to be per- 
formed. But in most cases we may well content 
ourselves without this additional transplantation, as 
a very useful function may be secured by merely 
normal posture and slight mobility of the foot. 

In peroneus palsies the chief aim is to correct the 
equinus position; and next, to keep the foot from 
dropping. The Achilles tendon must be lengthened 
in every case, for the pull exerted by the powerful 
calf muscles is otherwise too great to be success- 
fully resisted by the transplanted tendons. 

The conditions are less favorable when both the 
anterior and posterior tibial nerves are affected. 
Usually the paralysis is then flaccid, the foot in club- 
foot position. No transplantation can afford relief. 
The sole measure remaining is an operation on the 
bones of the foot. Under such conditions a wedge- 
shaped excision of the bones is indicated, because, 
although the result will not be perfect, at least 
some improvement can always be obtained. , In par- 
alytic club-foot the incision over the dorsum should 
extend from the tuberosity of the fifth metatarsal up- 
ward and inward to the external malleolus. The 


tendans and periosteum are pushed aside and a 
wedge, whose base is about 1-114 cm. in width at the 
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surface, is chiseled out of the bone. After this 
wedge has been removed, reduction of the deformity 
is attempted and facilitated by an incision on the 
plantar surface which divides skin, subcutaneous tis- 
sue and contracted plantar fascia. If the wedge 
was sufficient in size the bone surfaces are kept in 
apposition by a wire suture; the plantar wound is 
permitted to heal by granulation. The foot is then 
retained in plaster for a number of weeks. This 
operation at least enables the patient to walk upon 
the sole of the foot. All such cases that I have operat- 
ed upon, healed promptly and have had a useful func- 
tional result. In some cases bloodless redressement 
can be tried, though in many it will not succeed, 
and besides it is long and tedious to carry out. Of 
course this wedge-shaped excision is applicable only 
to advanced cases of paralytic and congenital club- 
foot. 

Similar conditions exist in the forearm. Here we 
have to deal chiefly with paralyses of the musculo- 
spiral nerve, more rarely with those of other nerves. 

The musculo-spiral nerve innervates the extensors 
of the forearm, and therefore its paralysis will result 
in permanent flexion of the hand and contractures 
of the flexors. This can be relieved by an incision 


on the dorsum running from the lower third of the 


forearm to the wrist. The extensor tendons are cut 
across. Through a short anterior incision the flexor 
profundus is brought to view, its tendons cut (leav- 
ing long proximal ends) and drawn through the in- 
terstices of the extensor muscles. The distal ends 
of the extensors and the proximal ends of the pro- 
fundus tendons are now united, care being taken to 
gauge the lengths and distances correctly before 
cutting and uniting, in order to attain equilibrium 
in their action. If the result is as it should be, fair 
mobility of all of the fingers, or at least complete 
dorsal and palmar flexion of the hand and flexion and 
‘extension of the fingers should be possible. If, at 
the time of operation, the result seems doubtful or 
insufficient, the flexor carpi ulnaris may be detached 
from its insertion and led beneath the skin to the 
dorsum of the hand to be united to some of the ex- 
tensor tendons, in order to increase the power of 
extension. 

In all of these tendon operations it is of prime 
importance that the wound heal without reaction, 
so that electricity and massage may be applied with- 
in ten to fourteen days. By this means I have at- 
tained very fair results upon the arm. Paralyses of 
the forearm other than musculo-spiral, are excep- 
tional. Ulnar and median palsies are less disabling 
as well as less frequent. If both nerves are simul- 
taneously disabled new movements can be obtained 


by transplantation of the extensor tendons. I per- 
sonally have never treated or even seen such cases, 
and I believe they are extremely rare. 

Tendon transplantation is one of the nicest tri- 
umphs of modern surgery and more patients should 
be informed of the possibilities and advantages of 
surgical intervention. Many people are wandering 
about without relief, and yet their lot could be made 
much more bearable by operation. In order to ob- 
tain good results, however, all the demands and con- 
ditions of modern surgery must be fulfilled ; failures 
are usually due to disturbances in healing of the 
wound. The after-treatment must also be carried 
out with the utmost care in order that the muscles 
may be accustomed to their novel functions. 

Central palsies will most frequently indicate trans- 
plantations. It is the surgeon’s duty to distinguish 
recent and old cases. The latter demand simple 
operations with restoration of normal position; the 
former, more complicated transplantations, to re- 
store finer motions, as of the fingers, etc. Paralyses 
due to peripheral injuries of the nerve trunks will 
rarely indicate these operations. Here other pro- 
cedures, such as nerve suture, liberation of the nerve 
from adhesions, etc., are in place. Paralysis due to 
old suppurative processes, in the neighborhood of 
large nerve trunks, are best treated by massage. Of 
such nature was a case of severe peroneus palsy as 
a sequel to protracted suppuration about the knee. 
The nerve was not cut through; either it had been 
destroyed by the purulent process or was caught and 
compressed in the scar. Through long continued 
and conscientious massage I succeeded in freeing 
the nerve from the scar so that function was re- 
stored and the paralysis disappeared. This proves 
that much damage may result from a scar, but also 
that massage can relieve grave conditions. If this 
method is unsuccessful, and exposure of the nerve 
is of no use, transplantation may be tried, as a last 
resort, and give brilliant results. 

As will be seen from all the preceding, the num- 
ber of indications is quite large. The results usual- 
ly are excellent. Therefore we are justified in ad- 
vising operation to those who are afflicted with 
paralyses amenable to this form of treatment. 
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REMARKS ON THE SURGERY OF THE 
STOMACH.* 
By Howarp M.D., 


Attending Surgeon to Mt. Sinai Hospital, New York. 


Twenty years ago an operation upon the stomach 
was so unusual that the announcement that such a 
surgical feat was to be attempted was sure to fill 
the amphitheater with visitors. To-day these opera- 
tions are common enough and excite general interest 
only when a new method is to be demonstrated or a 
resection of a large portion of the organ is contem- 
plated. Yet gastric surgery is still in a very unde- 
veloped state and the result in any given case is 
problematical, not only as to what we term an op- 
erative recovery, which means that the patient does 
not succumb as an immediate consequence of the 
operation, but also as to the permanency of any 
cure or improvement which may have directly fol- 
lowed the work of the surgeon. The peritoneum 
has a most disappointing way of complicating mat- 
ters by forming unwished-for adhesions, and a 
stomach which may have failed to digest the sim- 
plest food before operation, may afterward proceed 
to digest itself in the neighborhood of the operative 
field, causing ulceration, hemorrhage or even per- 
foration. 

Then, too, the medical arm of the profession can- 
not become quite reconciled to the idea of delivering 
patients with diseases of the stomach into the hands 
of the surgeon. Internists seem to regard the resort 
to operation as a variety of personal disgrace, with 
the result that the patient is often treated “con- 
servatively” until he has become a poor risk, and he 
comes to the operating table a veritable bag of bones 
with so little resisting power that all the skill of the 
surgeon is necessary to prevent a casualty under the 
knife. The more progressive men, to be sure, have 
recognized that an operation is merely a mode of 
therapy which they may make use of through the 
instrumentality of the surgeon, and they employ 
purely medical means only until the diagnosis of 


-surgical disease is made. And this brings us to the 


question: What are the gastric conditions that re- 
quire treatment by operation? 

First and foremost of these we may place malig- 
nant disease, especially in its earlier stages. 

Second, benign conditions causing grave mechan- 
‘cal interference with the regular emptying of the 
organ. 

Third, tumors and ulcers not interfering with the 


*Read by invitation before the Medical Club of Springfield, Mass., 
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passage of the food, but causing pain and distress. 

Fourth, the symptom of gastric hemorrhage. 
This may require operative intervention even 
though an exact diagnosis has not been made. 

Fifth, perforation due to disease. 

Sixth, traumatism from within or without. 

Seventh, deformities such as hour-glass stomach, 
enormous dilatation, etc. 

Eighth, the presence within the stomach of in- 
soluble deleterious foreign bodies too large to be 
removed without operation. 

Ninth, obstruction of the cardia or of the esoph- 
agus. In the latter case the stomach itself is not 
necessarily diseased. 

I shall discuss briefly a few interesting clinical 
points in relation to some of these conditions as they 
have presented themselves in my practice. 

The subject of the diagnosis of diseases of the 
stomach is too large for a paper of this kind. As a 
general rule it may be stated that distress after eat- 
ing, habitual vomiting, eructations, localized tender- 
ness On pressure and steady loss of weight in an in- 
dividual previously healthy, should be regarded with 
grave suspicion. In young persons ulcer may be 
suspected; in individuals past forty, malignancy. 

The vomiting of blood, the chemical and micro- 
scopical examination of the gastric contents after a 
test-meal and the various forms of physical exam- 
ination will afford corroborative evidence. Attacks 
of a colicky nature, followed by vomiting, suggest 
spasm of the pylorus or biliary disease. 

It is not my place to teach or suggest to you the 
usual medical methods of examination and diagnosis 
in this class of diseases, but I may perhaps be for- 
given if I call to your attention the futility of plac- 
ing stress upon the data furnished by one or two 
analyses of stomach contents. In arriving at a con- 
clusion regarding malignancy, if this form of ob- 
servation is to have any weight, it should be from. 
the collective results of at least six examinations. 
Of course, when the tube withdraws much larger 
quantities than can be accounted for by what has 
been ingested, it would indicate atony, dilatation or 
obstruction. Points like this are self-evident, but 
to defer surgery in the presence of other suspicious 
symptoms until chemistry shall afford corroboration 
is quite as serious a blunder as to wait for the de- 
velopment of tumor, as was the rule in the old days. 

The indications for operation in cases of ulcer, 
aside from the accident of hemorrhage or perfora- 
tion, are progressive deterioration of health and the 
persistence of symptoms in spite of approved medi- 
cal treatment. 

The psychological moment for changing the plan 
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of action from medical to surgical is not a thing to 
‘be determined in every case by the methods of 
science. It is here that what may be called the 
artistic sense of the physician must be exercised, and 
the second sight born of ripe experience counts for 
more than the keenest logic based on text-book 
erudition. 

The curability by surgery of carcinoma, whether 
of the stomach, or elsewhere, is in inverse propor- 
tion to the size of the tumor and the implication of 
other organs. This means that operation is in- 
dicated as soon as the diagnosis of gastric malig- 
nancy is made, and, as many authorities hold, before 
a tumor can be palpated through the abdominal wall. 

Now, under these circumstances it is hardly pos- 
sible to avoid occasional laparotomies that fail to 
demonstrate cancer. A fair proportion of these op- 
erations will nevertheless disclose other conditions 
requiring mechanical correction. Of these, probably 
the most frequent are non-malignant pyloric disease 
and pathological changes in the gall-bladder and its 
associated ducts.. In these early cases it is well to 
have an understanding with the patient or his 
friends or family that the section is to be in a meas- 
ure exploratory, and that permission be granted 
the surgeon to deal as he thinks best with any mor- 
bid condition which may be encountered. 

Having determined upon operation there should 
be at least two days of, preparation. During this 
time the teeth should be brushed every waking hour 
with an alkaline dentifrice (plain bicarbonate of 
soda will suffice) and only sterile fluids should be 
ingested. If there is dilatation, careful lavage 
should be practiced twice a day unless the presence 
of active ulceration forbids. 

Except in gastrostomy light general anesthesia 
should be employed in operations about the stomach. 
I have found the most satisfactory incision to be a 
vertical or sagittal one at the junction of the middle 
and inner third of the right rectus, the muscle fibers 
being bluntly separated. It is best to begin with a 
very short opening, just enough to admit two fingers 
for palpation. If now the trouble is found as ex- 
pected, in the right upper quadrant of the abdomen, 
this incision may be lengthened to suit the needs of 
the case. If exploration of this quadrant yields a 
negative result, a similar incision may be made in 
the opposite rectus. Two small wounds in the ab- 
dominal wall are always preferable to a single large 
one. The shock is less, the healing is quicker and, 
lastly, hernia or mural weakness is less likely to 
follow. 

Sound and rapid healing does not always occur in 
cachectic individuals even when asepsis is perfect. 


I have several times seen a spontaneous reopening 
of a median wound with prolapse of viscera as late 
as ten days after the operation. Having mentioned 
this at a recent meeting of the New York Surgical 
Society, I was not surprised to hear others recount 
similar occurrences after the most careful closure of 
wounds. This accident has followed suture by silk, 
chromicized catgut and even silkworm-gut, the lat- 
ter material having torn at the knots. 

Post-operative distention is our greatest enemy in 
this regard and is far more to be feared than the 
straining of the abdominal walls in vomiting. I 
now close these wounds in layers, using for the 
aponeurosis heavy (No. 3) 40-day chromicized gut 
in interrupted sutures with three knots in each 
stitch. The closure is reinforced with aseptic zinc 
adhesive plaster strips, one inch wide, for the skin. 
When I have reason to fear extraordinary strain I 
lap or imbricate the edges of the fascia. 

‘But to return to the beginning of the operation. 
Having discovered a tumor it must be dealt with 
according to its size, development and _ location. 
Those of the pylorus had better be treated by pylo- 
rectomy if they are at all operable. The mere pres- 
ence of enlarged lymph nodes in the omentum is 
not in itself a contraindication to radical operation 
unless they are obviously carcinomatous and im- 
possible of removal. Enlargement of the glands 
may be inflammatory even in the neighborhood of 
undoubted cancer, and it may subside after the re- 
moval of the exciting cause. 

Circumscribed tumors of the gastric wall, away 
from the pylorus and without symptoms of obstruc- 
tion, may be excised. A beautiful example of this 
operation, in which the middle third of the stomach 
was resected with end-to-end anastomosis, is report- 
ed by Scudder in the May number of The Annals 
of Surgery. 

Inoperable pyloric disease must be treated by gas- 
tro-enterostomy, an operation which I believe is 
done too often in non-malignant cases, and, speak- 
ing of gastro-enterostomy, it is astonishing to note 
the many modifications of this procedure since its 
first performance by Wolfler in 1881. Almost every 
surgeon has his pet method by which he is certain 
that he can avoid the dreaded vicious circle, which, 
by the way, is a.verv rare sequel of the operation, 
and when it does occur is probably due to the form- 
ation of unexpected adhesions or to angulation of 
the bowel beyond the site of the opening or stoma, 
as it has been euphoniously named by Cannon and 
Blake of Boston. 

From a work by these gentlemen just published 
(Annals of Surgery, May, 1905) it is shown by 
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x-ray studies that circulation of food from pylorus 
to stoma often occurs after gastro-enterostomy, but 
that this does not necessarily mean that there are 
clinical symptoms as a result. It is better to operate 
occasionally a second time to cure the very unusual 
vicious circle than to multiply anastomoses at the 
primary operation, using up valuable time and con- 
verting the abdomen into a labyrinth in whose 
mazes stray coils of innocent intestine may come to 
grief. 

The simplest gastro-enterostomy is that formed 
by the union of the jejunum and the posterior stom- 
ach wall in such a way that there shall be no slack 
loop of intestine above the stoma. The beginning 
of the jejunum must be found and its first available 
portion used for the site of the anastomosis, the gut 
finally occupying a line almost straight from its 
origin to its union with the stomach and slanting at 
an angle of 30° to 40° with the horizontal so that 
the stoma shall be well below the location of the 
duodeno-jejunal junction. No second or third open- 
ing and no division or narrowing of afferent gut 
will be necessary to insure the proper passage of 
food. Whether the union should be by suture 
or button or ligature (McGraw or Maury) should 
be left to the individual preference of the operator. 
One rule, however, must not be broken and that is 
that there must be a complete and immediate gastro- 
intestinal opening in all cases in which the pyloric 
end of the stomach is completely closed. This rule 
which seems, mechanically speaking, self-evident, 
has been successfully broken by Ochsner (quoted 
by Maury in a private communication to the writer) 
who performed gastro-enterostomy with the Mc- 
Graw ligature as the final step of a pylorectomy. 
The ligature cut through and re-established the 
patency of the alimentary canal in time to prevent 
disaster. I was not so fortunate, for after an ex- 
tensive resection for carcinoma of the pylorus, I 
attempted to establish a gastro-intestinal opening 
with the Maury twine triangular stitch and although 
the patient did well for several days, he died be- 
fore the stoma was complete. The double twine 
triangle is, however, a good method in properly 
selected cases, that is, when the pylorus is not 
completely closed and when great speed in operat- 
ing is necessary. The resulting stoma is as large 
and patent as one may wish to make it and there is 
no soiling of the peritoneum by gastric or jejunal 
contents. The right ligature material, is, however, 
indispensable—that is, unbreakable and absolutely 
unstretchable. Braided or tightly twisted material 
is worthless. 

I have performed the Maury operation three 


times in addition to the one just mentioned. Two of 
these cases gave excellent results; the third patient 
died, but not as a result of the operation. 

To illustrate what may happen even when the 
rule under discussion is scrupulously observed, 
i. e., never to leave the alimentary tract obstructed, 
I shall present the brief notes of a recent case. 


L. W., 50 years old, was referred to me from the 
service of Dr. Rudisch at Mt. Sinai Hospital. There 
had been an illness of nine weeks characterized by 
distress after meals, eructation, nausea, vomiting two 
or three times a week, not extraordinary in amount, 
anorexia and emaciation. The physical examination 
was negative except for a very small gland-like body 
in the region of the pylorus. The stool contained mu- 
cus but no blood. The stomach showed poor 
motility. The test-meal yielded a brownish fluid 
with undigested food. Free hydrochloric acid to, 
combined 20, total acidity 4o. 

On March 22, 1905, after some days of observa- 
tion by Dr. Rudisch, resection of the carcinomatous 
pylorus was performed with posterior gastro-jeju- 
nostomy by Murphy’s button. For twelve days the 
patient was perfectly comfortable ; he had no vomit- 
ing or pain and was apparently convalescent. On 
April 4th, thirteen days after the operation, he sud- 
denly collapsed. I re-opened the wound, but the 
patient’s condition became so alarming that it was 
hastily packed with gauze and the operation stopped. 
He died a few hours later. 

Post-mortem examination by Dr. Bauman, of the 
pathological department, showed that a hemorrhage 
into the stomach and intestine had been the cause 
of death. The pylorectomy wound was clean and 
satisfactory in appearance, but the site of the gastro- 
enterostomy looked necrotic and was surrounded by 
an inflammatory exudate. There had been an 
erosion of a bloodvessel, apparently due to pressure 
necrosis by the Murphy button, which lay in the 
jejunum. 


Ulcer is one of the diseases for which gastro- 
enterostomy is performed. There has been consid- 
erable speculation as to how the operation cures the 
disease. Referring again to the paper by Cannon 
and Blake, we have, I believe, good data for an ex- 
planation. Most ulcers are in the pyloric end of the 
stomach, where peristalsis is most violent. The 
firmly contracted pylorus opposes considerable re- 
sistance to this peristalsis, opening at intervals to 
permit a jet of chyme to be thrown into the duode- 
num. This violent contraction of the ulcer-bearing 
area must be far from conducive to that rest so 
necessary to the healing of inflamed tissues, and it 
is probably one of the direct causes of hemorrhage 
and perforation. If the pylorus can be so enlarged 
as to do away with this counter-resistance to the 
gastric impulses, these impulses must be far less 
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vigorous and the flow of chyme much more even 
and gentle. 

Cannon and Blake show conclusively that there 
‘can be no such thing as a true short-circuiting of the 
stomach contents in such a way as to avoid the con- 
tact of gastric contents with any portion of the mu- 
cosa, least of all that in the pyloric region, which they 
have shown to be the lowest part of the empty 
stomach. The anastomosis takes off some of the 
strain, enough to permit healing in certain cases, 
but as long as the pylorus is patent there is a marked 
tendency for the food to pass through the natural 
channel, and, in a large percentage of cases, directly 
over the ulcerated portion. 

The ideal method then, is not to make a shunt 
or switch, but to enlarge the natural opening into 
the intestine. This can be very perfectly and beau- 
tifully done by Finney’s pyloroplasty. The opera- 
tion forms an opening so large that re-contraction 
is practically impossible. It is at present perhaps a 
little more dangerous than gastro-enterostomy 
(Mayos’ Fifteenth Annual Report of St. Mary’s 
Hospital, Rochester, Minn., for 1904), particularly 
in those cases that are complicated by adhesions 
around the pylorus. When recovery has taken 
place, however, the patient is much more perfectly 
cured than by any other method. The objection 
raised by some that the food will still pass over the 
ulcerated surface, is untenable, in view of the fact 
that in any event this will be the case. The only 
operation that will perhaps take its place, especially 
in doubtful cases, is pylorectomy. 

I am convinced that with increasing skill pylorec- 
tomy will show better permanent results than any 
other operation for the relief of gastric ulcer. 
Connell (American Medicine, April 15, 1905,) 
states that from 6% to 9% of all ulcers become can- 
cerous, and Von Eiselsberg (Report by Clairmont, 
in Langenbeck’s Archiv., Band 76, Heft 1 and 2) 
shows that only about 21% of patients who have 
been operated upon in any way for ulcer remain 
permanently well. With pylorectomy or the com- 
plete excision of the ulcer-bearing area, the per- 
centage of permanent cures should be much higher. 

In Finney’s operation the interior of the pylorus 
is completely exposed, and in the event of suspected 
carcinoma a frozen section may be made while the 
patient is on the table, and the case dealt with ac- 
cordingly. With gastro-enterostomy we miss this 
valuable method of diagnosis. 

I have done Finney’s operation for benign 
stenosis seven times. In none was there any vomit- 
ing after the operation. The first patient, a woman 
of about 40, had a recurrence of gastric symp- 


toms, a year and a half after the operation. 
Four other patients were apparently permanently 
cured. There were two deaths. One, a young girl, 
operated upon for stenosis of the pylorus, contracted 
follicular tonsillitis immediately after the operation. 
She died of septic peritonitis. No autopsy was 
permitted. Streptococcus infection of the gastric 
wound on account of the swallowing of septic ma- 
terial may possibly explain this unfortunate out- 
come. The other fatal case was a man operated 
upon for non-malignant stenosis. The operation 
was an easy one and nothing unusual occurred dur- 
ing its performance. The patient died the next day 
after going into a sudden collapse. He did not 
vomit after the operation, but the post-mortem ex- 
amination revealed the stomach and intestine filled 
with blood. The fact that the young girl with peri- 
tonitis did not vomit rendered the diagnosis of this 
complication much more difficult. These two cases 
illustrate very beautifully, however, the great relief 
which this operation must afford, if post-operative 
vomiting is absent in a patient with general peri- 
tonitis, and in one with an enormous hemorrhage 
into the stomach. It seems to me that it must be 
because vomiting with so large a gastro-intestinal 
opening is practically impossible, the stomach con- 
tents being forced into the gut instead. 

Among the five patients who recovered there was 
one man 40 years old, greatly emaciated, suffering 
from well-marked pulmonary tuberculosis, with 
cough and profuse expectoration loaded with tuber- 
cle bacilli. The operation cured him not only of his 
gastric trouble, but also of his tuberculosis. He 
presented himself at my office perfectly well a few 
days before this paper was written, now nearly two 
years after the operation. 

The five cured patients were more nearly normal 
as to their ability to digest any and all kinds of 
food than is usual after ordinary gastro-enteros- 
tomy, in fact, they suffered from no symptoms 
whatever. I believe, however, that the subjects of 
Finney’s operation should be particularly careful in 
the mastication of food, because it is not improbable 
that it may remain too short a time in the stomach. 
While this operation presents possibly a little 
greater primary danger than gastro-enterostomy 
the permanency and perfection of the cure seem to 
make it worth while to take the additional risk. In 
all operations for ulcer the danger of peptic ulcera- 
tion of the cicatrix with fatal hemorrhage or per- 
foration is present, however, and is probably not 
preventable unless it is possible to cure the condition 
which originally caused the ulcer. 

In conclusion, let me urge that it is the duty of 
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all conscientious physicians to acquaint themselves 


with the important advances made in surgery. It 
is not necessary for them to master the details of 
technic, but the result and, in a general way, the 
principles by which they are attained, should be 
understood. 


THE APPENDIX AND ITS RELATION TO 
PELVIC DISEASE. 


By CHanninc W. Barrett, M. D., 


Professor of Gynecology, Chicago Clinical School ; 
Adjunct Professor of Gynecology and Clinical 
Gynecology, Medical Dep't, University of 


Illinois; Attending Surgeon to the 
Marion Sims Hospital. 


Douglas speaks of appendicitis as the most fre- 
quent of all intra-abdominal surgical diseases. The 
early writers, Fitz, Fowler and others, considered 
appendicitis a disease largely of males, putting the 
ratio as high as four to one, but later investigators 
have clearly shown that there is no such preponder- 
ance of males attacked by the disease. A study of 
the death records of Chicago, by the writer, pub- 
lished in the Journal of the American Medical Asso- 
ciation, April, 1905, shows that of 659 deaths from 
appendicitis during the last two and a half years, 
282, or 42.79 per cent., were females. During this 
same period 68,950 deaths occurred from all causes, 
of which 30,023, or 43.54 per cent., were females. 
It is interesting to note also that there are numerous 
diseases common to both sexes which show a smaller 
percentage of female mortality than does appendici- 
tis, as typhoid fever, 40.62 per cent., and consump- 
tion 38.52 per cent. Most statistics show a slightly 
larger number of males affected than females, but 
attention has been called to the probability that this 
is partly to be accounted for by the disease being 
overlooked more often in the female, due to its con- 
fusion with tubal and ovarian disease. Other things 
being equal, appendicitis should be more frequent 
in the female, where the appendix is closely con- 
nected by location, blood supply, lymphatic supply 
and the appendiculo-ovarian ligament of Clado, to 
organs so frequently the seat of primary disease as 
are the tubes and ovaries. 

The double blood supply of the female appendix, 
the less irregular life and lessened opportunities for 
‘rauma in the female, are some of the reasons given 
for the lesser number of cases of appendicitis in 
women. That the disease does occur frequently in 
the female, that it is frequently found connected with 


pelvic disease, are now established: facts. That a 
primary infection in one organ is a source of infec- 
tion for the other is probable. What is the percent- 
age of cases primary in the appendix, and what of 
those primary in the tube, are not clearly shown, but 
evidence is accumulating which attaches greater 
blame to the appendix as the primary focus. Clarke 
calls the appendix the “culture tube of the abdomen.” 


It is likely, however, that many conditions and dis- 
eases peculiar to women favor the development of 
appendicitis in many cases, even though they do not 
furnish the microbic cause. Numerous cases of pus 
tubes are seen, in which the appendix is involved in 
adhesions in the neighborhood of the tube. In one 
very interesting case seen with Dr. Newman, a very 
large and long appendix was attached to the floor 
of the cul de sac of Douglas, lying snugly between 
the rectum and the uterus, and between a large pair 
of pus tubes laterally. In two of the writer’s cases, 
the very much enlarged and inflamed appendix was 
found between the sac of a right tubo-ovarian ab- 
scess and the pelvic wall. Ochsner claims that 30 
per cent. of gangrenous or ruptured appendices in- 
fect the right tube and ovary. It is not uncommon in 
these late cases of appendicitis to find a quantity of 
pus in the pelvis, and thus the left tube could easily 
become infected. Hunter Robb (Johns Hopkins 
Hospital Bulletin, March, 1892) gives a very com- 
plete clinical and bacteriological report upon a case 
in which he found appendicitis and double pus tubes. 
The culture from the left tube was negative; that 
from the right tube and appendix showed a pure 
culture of the streptococcus. His belief was that 
the right tube was infected from the appendix. 

Reigmond and Magill have demonstrated the 
colon bacillus in six cases of salpingitis. Kelly 
found in 115 abdominal sections 10 cases with ap- 
pendix adherent to the tube or ovary; 37 with ad- 
hesions about the appendix; other complications of 
the appendix 4 times; the appendix apparently 
normal 64 times. Merriweather calls attention to 
oppendiceal attacks during menstruation, and the 
writer has observed this in numbers of cases in 
which the location of the point of tenderness, the 
palpation of the tender appendix and subsequent 
operation, with relief after the operation, demon- 
strated the pathology to have been in the appendix. 


Newman (Journal Am. Med. Association, Octo- 
ber 10, 1903) reports a case seen by him, in which 
subsequent operation showed the appendix adherent 
to the right ovary. Deaver (American Medicine, 
December 6, 1902) calls attention to “pelvic appendi- 
citis,” and lays stress on the difference in the onset 
for differential diagnosis. 
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Edebohls (Medical Record, 1899) quotes several 
authors as having had cases complicating pregnancy, 
abortions and the puerperal period. 

With the frequent occurrence, then, of appendiceal 
disease, or pelvic disease, either of which may be 
taken for the other, and with the two conditions 
combined, as they oftentimes are, extra difficulties 
are encountered in diagnosis and treatment as com- 
pared with the male. Slight, moderate and some- 
times severe attacks are undoubtedly overlooked in 
the female. This statement is borne out by the find- 
ing of numerous pahtological appendices during ab- 
dominal operations, and in cases supposed to have 
had only pelvic inflammation. 

The fact that an appendiceal infection is viruient, 
progressive and tends to destroy life by peritonitis, 
while the more common infections of the tubes are 
less virulent, less progressive and tend to destroy 
only the pelvic organs or cause less fatal peritonitis, 
makes it desirable to have an early diagnosis, for 
there is not the same urgency for early operation in 


the latter as in the former cases. 
In a case in which a differential diagnosis is in 
doubt, these points are of value: 


APPENDICITIS. 


Absence of history of in- 
fection. 

Onset often follows in- 
discretions of diet 
(possibly a menstrual 
period). 

Greater tendency to 
nausea and vomiting. 
Greater tendency to con- 
stipation, or diarrhea, 

or obstruction. 

Greatest point of tender- 
ness usually near Mc- 
Burney’s point. 

Diffuse tenderness over 
the abdomen; often- 
times disappears upon 
pressure over McBur- 
ney’s point. 

Rigidity of the right rec- 
tus muscle. 


SALPINGITIS. 


Probable history of in- 
fection. 

Onset at menstrual pe- 
riod, after abortion, 
childbirth, etc. (possi- 
bly at any time). 

Less tendency to nausea 
and vomiting. 

Less tendency to consti- 
pation, or diarrhea, or 
obstruction. 

Greatest tenderness elic- 
ited by bimanual ex- 
amination. 

Diffuse tenderness not 
affected by pressure 
over McBurney’s 
point. 


Rigidity of the vaginal 
vault. 


It has been the writer’s experience that when 
doubt still existed after taking into consideration 
these diagnostic points, both organs have been the 


seat of disease. 


The questions of diagnosis and of dealing with the 


pathological organ or organs are not the only ones 
of interest in this relation. There has arisen the 
not unimportant question as to what shall be done 
with the appendix when the abdomen is opened for 
pelvic operation. Most authorities agree that if it 
is diseased it should be removed, if the patient’s con- 
dition will allow. Morris, with his characteristic 
aptness for couplets, has said, “Leave the appendix 
alone until it is infected; then lose no time until it 
is inspected.” 

Most writers and operators have been more con- 
servative along this line than is Peterson, who re- 
ports 200 cases of routine removal of the appendix 
when the abdomen was opened for pelvic disorders. 
The laboratory reports from Warthin and Morse 
show 106 out of these 200 cases, in which no dis- 
ease of the appendix was found. We cannot fail 
to appreciate the valuable schooling that this seem- 
ingly needless surgery gives to the investigator, and 
in a lesser way the value of it to science; neither 
should we be too emphatic in our criticism, for was 
not McDowell called “a woman butcher,” and were 
not the Atlees called “quacks” for adopting Mc- 
Dowell’s operation; and do their names not rank 
high as bold and original thinkers? But should we, 
recognizing the value of vivisection, and being by 
public sentiment denied this on the lower animals, 
carry it out on our own and for the time uncom- 
plaining species? When we open an abdomen we 
have to stop somewhere, and it seems to me not ir- 
rational to stop when we have removed the path- 
ology. The reasoning that would lead one to re- 
move a healthy appendix while the abdomen is 
open would lead one, while amputating the first toe 
for a crushing injury, to remove the second for fear 
it would be bitten by a rattlesnake. As well why 
leave a gall-bladder when the abdomen is open for 
stomach surgery? 

Two hundred routine microscopic examinations 
of the gall-bladder might show one with carcinoma. 
If 200 cases with the abdomen open, after having 
been subjected to much unnecessary surgery, are to 
have their appendices removed, regardless of dis- 
ease, then it should be recommended to the 200 who 
are about and well, for with their consent, it is a 
very small matter to reach the appendix, and surely 
there should be a smaller mortality in this 200 than 
in the 200 who have already been subject to the 
previous operations. The writer stands for the re- 
moval of the diseased organs; but the microscopic- 
ally healthy ones must remain if we wish to do the 
best for our patients. We cannot operate with the 
microscope. 

A brief rehearsal of a few cases will serve to il- 
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lustrate some of the points pertaining to the sub- 
ject of this paper. 


Case I. Mrs. B., modiste, age 40, entered the 
Marion Sims Hospital, May 7, 1902. Father and 
mother living and well (mother has since died from 
carcinoma of the stomach). One sister has diabetes 
(has since died); other family history favorable. 
Patient began to menstruate at the age of 14. 
Menses were regular and normal, as a girl. Now 
regular, but painful. Patient married twice, first 
time 25 years ago. Second time 17 years ago. Has 
had two childbirths,—first normal delivery ; second 
child at seven months, twelve years ago, instru- 
mental delivery. Has had several miscarriages. 
Says she has not been well since the seven months 
delivery twelve years ago. She has had backache, 
painful menses, leucorrhea, pain over the ovaries, 
bearing down sensation, and pain in the rectum. 
Five years ago she had an attack of pelvic perito- 
nitis. Following this, she took a long course of 
treatment for rectal trouble. The last two months 
the difficulty has been growing more severe. For 
the last week has had pain in the back, almost un- 
endurable at times, but the patient has continued 
work. Pain and pressure in the rectum growing 
worse. No vomiting or nausea. 

The evening of May 6th she attended some func- 
tion and ate cheese and salad. About 4 o’clock a. o., 
May 7th, patient was awakened with a severe pain in 
the right inguinal region. Had nausea and vomited 
seven times. Could not lie straight. 


Examination: Abdominal palpation revealed 
tenderness over the lower part of the abdomen, 
marked at McBurney’s point; more marked than 
above or below it. Bimanual examination revealed 
masses in pelvis to right and left of, and posterior 
to, the uterus, tender upon pressure, but less ten- 
derness manifested than at McBurney’s point. 

The diagnosis of acute appendicitis and long-stand- 
ing double pyosalpinx was made,and the patient was 
sent immediately to the hospital. During the day 
the tenderness over the appendix lessened slightly, 
and tenderness upon bimanual examination in- 
creased. Celiotomy was performed May &th. The 
appendix was found adherent, inflamed, much thick- 
ened, and upon removal was found to contain a few 
drops of pus. Its amputation was by the clamp and 
purse-string method. The pus tubes were then 
dealt with. The left was in a chronic condition, 
much enlarged and bearing evidence of long-stand- 
ing inflammation. It was removed by first resect- 
ing the uterine portion from the uterus, then cut- 
ting along the under side of the tube, until the tube 
wa: nearly severed from the broad ligament; the 
ovarian artery was then tied, and the removal of 
the tube was completed. The broad ligament was 
stitched up with running catgut. This tube was 
found to be eight and one-half inches in length, and 


the outer end one and three-fourth inches in diame- 
ter. The right tube showed chronic thickening, 
with an acute exacerbation. This was removed by 
the same method as the left. The abdomen was 
closed, drainage having been carried into the vagina. 
The patient left the hospital in good condition May 
3ist. 

The noticeable point in this case is the preponder- 
ance of pelvic symptoms up to May 7th, and the 
sudden onset of appendiceal symptoms on the morn- 
ing of this date. 

Case II. Mrs. W., age 33. Married 12 years. 
No children; no miscarriages. Well until married. 
Had pelvic inflammation one month after marriage. 
Has since had attacks every six months to one year. 
Last attack began about two weeks ago. Pain in the 
left side severe. Uterine discharge profuse. Tem- 
perature 100° to 103° during the attack. Now tem- 
perature normal, pain and discharge lessened. 

Examination shows large, tender mass the size 
of a cocoanut on the left side and posterior to the 
uterus. Right side somewhat thickened, but only 
slightly tender. Nothing pointing to disease of the 
appendix. Operation May 20, 1902, assisted by 
Drs. Wynekoop and Burke, at the West Side Hos- 
pital. The left tube was found much enlarged and 
buried in adhesions, and helping to form the sac of 
a tubo-ovarian abscess. The ovary was found much 
degenerated and was removed in ragged pieces. 
Right tube and ovary in a mass of adhesions, but 
not involved in acute inflammation. Removed by 
the method used in Case I. The appendix was 
found in the region of the right tube; it did not look 
acutely inflamed, but large and sacculated, and fluc- 
tuating. Upon removal it was found to contain 
abort three drams of creamy pus. The abdomen was 
drained through the vagina. The discharge of pus 
from the ragged area from which the left tube and 
ovary were removed was abundant, but recovery 
proceeded rapidly, and the patient left the hospital 
at the end of four weeks. 

This case is noteworthy in illustrating the pres- 
ence of a large amount of pus in the appendix, with- 
out symptoms referable to that organ. 


Case III. Mrs. M., widow, age 43. Three chil- 
dren, the youngest 18 years of age. Patient not well 
since the birth of the last child. Menses every three 
weeks, very painful, very profuse, and lasting seven 
to eight days. Patient says the delivery of the third 
child was tedious. Convalescence delayed and in- 
complete. Patient gives a history of an attack of 
appendicitis in March, 19or. 


Examination revealed a supposed uterus crowded 
to the left side of the pelvis, and a supposed pus 
tube on the right side. Appendicitis not revealed. 
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Operation October 2, 1901, assisted by Dr. Lucas. 
Difficulty was encountered in introducing the sound 
and dilator into the uterus, but this was finally ac- 
complished by turning the instruments sharply to 
the left. Celiotomy discovered a bicornate uterus, 
separated widely to the cervix. Each division was 
as large as a normal uterus and occupied the region 
usually occupied by the tube and ovary. The tube 
and ovary had been arrested in their descent, and 
reached well up over the brim of the pelvis. The 
appendiculo-ovarian ligament of Clado was well 
marked. The right tube showed marked signs of 
having been inflamed, being thickened and closed. 
This was removed. . The appendix was found nor- 
mal and was not removed. Presumably the in- 
flamed tube occupying this abnormal position was 
mistaken for an appendicitis in March, 1901. The 
case has points worthy of further comment than can 
be given it in this paper. It is interesting in the 
connection because of the difficulty of diagnosis— 
a large, fleshy abdomen increasing this difficulty. 


Case 1V. Miss S., age 20. Had an attack of pel- 
vic inflammation at the age of 13. Operation for 
double inguinal hernia two years ago. An operation 
for right inguinal hernia one year ago. Had an at- 
tack called appendicitis three months ago. Other- 
wise has been well, except moderate or slight pain 
at menses. Menstruated Tuesday, Wednesday, 
Thursday and Friday with some pain. Friday night 
patient took a six mile walk. At 8 o’clock Pp. M., 
Friday, was taken with severe cramps, vomiting, 
rise of temperature and pain in the lower abdomen, 
with marked tenderness at McBurney’s point. At- 
tending physician strongly suspected appendicitis. I 
saw the case Sunday morning in consultation, and 
diagnosed large pus tubes, with probable appendi- 
citis. Patient refused an operation. She grew worse 
Sunday, however, and consented Sunday evening to 
an operation Monday morning. 


On opening the abdomen, the omentum, bowels, 
uterus and tubes were found adherent, but fortu- 
nately the adhesions were easily separated. A sac 
then presented, which proved to be the left tube. It 
was the size of the head of a full term child, 
and was completely twisted upon itself about two 
inches from the uterus. The tube, when removed, 
looked not unlike a full stomach. With this enor- 
mous pus tube was found an ovary so normal and so 
free from the inflamed tube that it was left. No 
appearance of acute inflammatory process was noted 
in the tube. The twisting was also a chronic proc- 
ess. An immense pus tube, although much smaller 
than the left, was removed from the right side, and 
with it a part of the right ovary, which showed 
more disease than the left. The appendix was 
found bound down with adhesions, showing moder- 


ate inflammation. It was about 6% to 7 inches in 
length, and was so closely attached to the bowel 


throughout that its mesentery could not be tied, but 
was cut and then sewed over and over with catgut. 


Everything appeared clean and the abdomen was 
closed without drainage. The patient made a rapid 
improvement and recovery was entirely satisfactory. 
The case is interesting in that it showed such mark- 
ed pelvic pathology, with so few symptoms, and 
such marked symptoms at the onset of a moderate 
appendicitis. 


Case V. Mrs. D. Seen at her home in Wiscon- 
sin, October 2, 1902. Patient had been well until 
confinement, August 15th. Three days after child- 
birth patient had a chill, fever and abdominal pain. 
Diagnosis of puerperal fever made. Patient had a 
supposed curettage. Rise of temperature contin- 
ued for several weeks, and then the patient gradual- 
ly grew better. Another rise of temperature and on- 
set of pelvic symptoms took place, and the present 
attending physician was called. 

September 17th. The uterus was explored and 
little or nothing found. During the next two weeks 
the patient’s temperature ranged from 99° to 101.5°. 
Patient was growing worse. Consultation was ad- 
vised. 


Examination on the above date revealed a skele- 
ton of a woman, septic in appearance. Abdomen 
was thin, with tumefaction on right side, opposite 
and below the umbilicus, reaching down toward the 
pelvis. Bimanual examination showed a resistance 
in the right side of the pelvis. The marked resist- 
ance of the abdominal walls prevented my being 
certain whether or not these two resisting tumefac- 
tions were connected. The patient was prepared for 
operation. Under an anesthetic, with everything 
ready for an operation, the patient was again ex- 
amined, and the abdominal mass fotind the size of a 
cocoanut and separate from the pelvic mass, which 
was of much less size. An incision was made over 
the abdominal mass, and carried far downward to 
reach the pelvis. The right tube and ovary were 
found moderately thickened and inflamed, and were 
removed. The intestines were then walled away 
from the abdominal mass, and this was attacked. It. 
was found to consist of several loops of inflamed 
and thickened bowels, the separation of which re- 
vealed, as the center of the mass, an enormous ap- 
pendix, about the size of one’s middle finger, and 
about seven inches long. The appendix was tied 
off from the bowel and carefully followed toward its 
distal end, as it was impossible to bring this up. It 
was with the greatest difficulty that the mesentery of 
the appendix could be tied. The appendix was found 
to be attached by its distal end to the dorsal perito- 
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neum, and when this adhesion was separated, about 
one ounce of pus oozed out. This was carefully 
sponged away and the finger inserted into the pus 
cavity ; the lumbar vertebrz were found to constitute 
the inner wall of the cavity. This cavity was then 
packed with iodoformized gauze, with which also 
the intestines were well packed off. 

Not a good prognosis was ventured in this case, 
but a rapid recovery took place. The patient became 
pregnant about six months later and gave birth to 
another full term child. 

This case is valuable in calling attention to the 
fact that appendicitis may complicate the puerpe- 
rium. The traumatism that the appendix may re- 
ceive during the confinement might be considered 
in some cases to have an etiological relation to such 
an attack. . 

These cases are a few of the greater number seen, 
and are perhaps the most valuable as illustrating 
some of the points relating to appendicitis in the 
female. They call attention to some of the difficul- 
ties encountered, and emphasize the fact that the 
finding of one expected pathological process does 
not exclude the presence of another unexpected one. 

I would in conclusion call attention to the fol- 
lowing points: 

First: Appendicitis favors the development ot 
salpingitis. 

Second: Salpingitis and other pathological pelvic 
conditions favor the development of appendicitis. 

Third: Menstruation may favor the develop- 
ment of either one. 

Fourth: The diagnosis of appendicitis in the fe- 
male meets with greater obstacles than the male. 

Fifth: For the above reason, it is undoubtedly 
more often overlooked than in the male. 

Sixth: This is probably one of the reasons, al- 
though not the only reason, that statistics show 
more cases of appendicitis in the male than in the 
female. 

Seventh: Every gynecological case should have 
the appendiceal region thoroughly examined before 
operation. 

Eighth: It should be a part of every gynecologi- 
cal celiotomy to examine the appendix. 

Ninth: A pathological appendix should be re- 
moved at such celiotomy, when the patient's life is 
not endangered thereby. 

Tenth: Every healthy appendix should be left 
at such celiotomy, for in its removal the patient's 
life may be needlessly endangered; and for every 
heathy organ removed surgery is brought into dis- 
repute and more people are alienated from it. 
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The chapter of accidents due to 

ACCIDENTS paraffin injections merits serious 
consideration. Although the fatal 

cases reported number but’ one—Hertel’s two 
rabbits not included — and the total number 
of accidents is very small compared to the thou- 
sands of injections made during the last five 
years, still the fact of their occurrence, itself, 
urges the need of making a thorough study of 
the circumstances which led up to them. To de- 
tect the evil is the first step towards avoiding it. 
The accidents reported in the current litera- 
ture number—according to Heath**—nine. Evi- 
dently the latter took his information from Eck- 
stein, because in the articles of both of them we 
see the same errors committed. A careful search 
of the Centralblatt fiir Gynackologie, No. 27. 
1902, and of the Revue hebdomadaire de Laryn- 
gologie, etc., July, 1903, given as sources of in- 
formation concerning Halban’s™ and Broeckaert’s** 
accidents, respectively, failed to reveal any re- 
ported accident. Halban reports four cases of 
cystocele with perfect result; no accident is men- 
tioned, unless it was by oral communication to 
Eckstein, who, however, does not hint at such a 
fact. All Broeckaert says in the article referred 
to, is to the effect that he sometimes noticed a 
slight edema after correction for saddle-nose, but 
he did not attribute to that much significance. 


Hertel’s accidents, as mentioned before, were in ‘ 


rabbits, and happening under altogether different 
circumstances, they ought not to be taken into 
consideration. 

This leaves a balance of six genuine accidents, 
which will be considered in their chronological 
order. 

1. Embolus of the left lung and probably of 
the brain. Pfannenstiel (l.c.). A case of in- 
continence of urine due to extirpation of the 
urethra for cancer. He used a mixture of 
hard paraffin and white vaselin having a 
melting point of 45° C. (110° F.). Amount 30 
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c.cm. On her way to the ward the patient was 
suddenly seized with nausea and coughing; soon 
a chill set in, followed by vomiting, headache, 
dyspnea and a slight rise in temperature and 
pulse rate. A careful examination of the lungs 
proved negative. On the third day after injec- 
tion the patient complained of violent pain in 
her left side and percussion revealed an area of 
dullness in the lower lobe of the left lung. There 
were also bronchial breathing and tenaceous, 
bloody expectoration. From the sixth day on, 
however, she made a good recovery. 

2. Embolus of the lungs. Wapsammer®’. Re- 
port of two cases injected by von Frisch for in- 
continence of urine. Injection of I2 ccm. in 


two sittings in both cases. In the first case, im-_ 


mediately after the second injection there devel- 
oped tenesmus, sensation of the presence of a foreign 
body in the vagina and a rise of temperature to 101° 
F. The symptoms, very suggestive of the for- 
mation of an embolus, passed rapidly away, how- 
ever, leaving the question unsettled. The sec- 
ond case was more characteristic. Soon after 
the second injection, chills, headache, dyspnea 
and cough set in with a rise of temperature to 
101.5° F. Severe pain in the left lung, about one 
inch outside of the apex beat, was complained 
of, but no objective manifestation was traceable. 
In five days the patient was well. 

3. Embolus of the lungs with fatal result. 
Kofman. The woman was suffering from en- 
dometritis granulosa and prolapse of the uterus. 
Curettage. Two weeks later injection of paraf- 
fin. Scarcely 20 c.cm. had been injected, when 
the patient suddenly started to cough. Twenty- 
four hours later death, caused by embolus of the 
lungs. 

4. Embolus of the lungs. Gersuny. -(a.) Case of 
prolapsus uteri. Injection of 30 c.cm. of vaselin 
into the parametria. The following day pain in 
the chest and rise of temperature. Pneumonia of 
the lower lobe of both lungs. On the eleventh 
day thrombosis of the left vena saphena major. 
Recovery. (b.)Anterior and posterior prolapse of 
the vagina; descensus uteri. Injection of 20 
c.cm. of vaselin into the parametria of each side 
and of 10 c.cm., each into the anterior and the 
posterior vaginal walls. Total amount used, 60 
ccm. The following day rise of temperature 
and pains in the chest. A subcutaneous injection 
of morphine is followed by a severe collapse, 
from which the patient is rallied with the utmost 
difficulty. Bilateral pneumonia of lower lobes of 
lungs, followed later by exudative pleurisy on 
the right side. Recovery. 


5. Amaurosis of the left eye caused by throm- 
boses of the opthalmic vein. . Leiser™. Case of 
saddle-nose deformity. Total amount injected 
in three consecutive sittings 4.5 c.cm. Mixture 
used of a melting point of 110° F. Immediately 
after the third injection severe collapse, vomit- 
ing, persisting for hours (irritation of the brain), 
complete amaurosis of the left eye caused by 
thrombosis of the left ophthalmic vein. 

6. Amaurosis of the right eye caused by throm- 
bosis of the arteria centralis retine. Hurd and Hol- 
den**. Correction for saddle-nose deformity. 
First injection, October 5, 1902; second sitting, 
November 17, 1902; final sitting, leading event- 
ually to accident, April 27, 1903. Mixture used 
of paraffin and white vaselin of a melting point 
of 110° F.; its physical state at the time of injec- 
tion semisolid. The needle was introduced first 
at the tip of the nose and pushed upward an inch, 
then introduced at the root of the nose and 
pushed downward to a spot just above the form- 
er injection. “At this time the patient was seen 
to rub his right eye, and in reply to a question, 
he said that he could not see with it.” Somewhat 
later ecchymoses appeared about the tip of the 
nose, indicating that a vein had been punctured. 
Twenty-five minutes later ocular examination re- 
vealed embolism of the arteria centralis retin. 

That in some of these accidents, notably the 
cases of amaurosis, unfortunate circumstances 
were predominant, no impartial critic will deny; 
and it is rather astonishing to hear Hurd and 
Holden unconditionally condemn the procedure, 
in the face of the fact that they happened to 
come across what probably was a case of per- 
sistent foramen ovale between the two auricles 
of the heart. This is what they have to say on 
the subject: 

“Leiser believed the amaurosis in his case due 
to thrombosis of the ophthalmic vein, into which 
runs the vena dorsalis nasi, which might have 
been punctured in the operation. ‘Thrombosis 
of the ophthalmic vein far back of the cavernous 
sinus, into which it enters, might have accounted 
for the symptoms observed, but it is remarkable 
that a foreign body entering a small vein should 
pass centripetally toward the heart and be caught 
in a vein of much larger caliber. The pathologi- 
cal conditions,” they say further, “are no clearer 
im our own case, since a foreign body voluminous 
enough to block the large central artery and re- 
sist all efforts to force it along into a smaller 
branch, can hardly be supposed, after entering a 
vein, to pass through the capillaries of the lungs 
and back to the left side of the heart and thence 
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into the general arterial circulation.” 


But even agsuming that this would be the reg- 
ular proportion of accidents among so many 
thousand injections, it could easily stand com- 
parison with some statistics of mercury injec- 
tions, showing as high a proportion as 8.9 per 
cent. of embolism. 

That as soon as the first accident occurred, 
ways were suggested to avoid such emergen- 
cies, is but natural. Gersuny suggested  in- 
filtration of the site of injection by Schleich’s 
method prior to the injection of the paraffin in 
order to avoid the puncture of a vein. Stein at- 
tributed the occurrence of emboli to the fluid 
state of the vaselin at the time of injection and 
advised against injecting before it has obtained 
a semifluid of pasty consistency. Lesser®® ad- 
vised unscrewing the barrel from the needle after 
it is introduced at the site of injection—if blood 
comes out through the needle, this ought to be 
taken as proof that a vein was entered and the 
needle must be withdrawn. 

It is probable that Gersuny observed at least 
his own precautions after the first accidents were 
recorded, and still shortly afterwards there were 
two cases of lung embolus, proving the futility 
of the measures suggested by him and Mosz- 
kowitz. True, they had used 30 and 60 c.cm., 
respectively, in their two cases; and they hint at 
that fact with the latent understanding that the large 
amount had possibly to do with the mishaps. 
But in Kofman’s case not more than 20 c.cm., 
in Kapsammer’s cases about 12 c.cm., in Leiser’s 
about 4.5 c.cm., and in Hurd’s case certainly not 
more than I to 2 c.cm. paraffin were used, so that it 
does not seem plausible that the amount of the 
injected material is to be held responsible. 

In consideration of the fact that in all these 
cases vaselin, paraffin, and mixtures of a melting 
point from go° to 110° F. were employed, and 
that, on the other hand, there was never an ac- 
cident reported from authors who, following the 
advice of Eckstein, used hard paraffin of a higher 
melting point, it is highly suggestive that the 
formation of emboli may be attributed to the 
low melting point of the mixtures. 

In some cases the emboli occurred some time 
after the injection, in Gersuny’s cases the day 
following; and this fits promptly into the rea- 
soning of Eckstein, who says, and has proved it, 
that mixtures up to 110° F. (the latter figure is 
probably the limit), even if injected in semisolid 
physical state. do not retain their pasty consist- 
ency in the body. If the vaselin of a melting 


point up to 105° F. is cooled down in the syr- 
inge to the consistency of a semisolid thread, 
which it only attains at a temperature below that 
of the body,and is then injected, it naturally melts 
again into a fluid state as soon as it is deposited 
in tissues having a higher temperature. Even a 
mixture with a melting point up to 110° F. is at 
g9° F. as good as fluid, and as conclusive proof 
Eckstein cites the case of Gersuny, mentioned in 
one of our previous articles, where vaselin intro- 
duced into the pterygo-palatine fossa was a year 
later found to have remained in perfectly fluid 
state. 

Mishaps of the kind never occurred in any of 
those thousands of cases in which hard paraffin 
was injected. True, this also has to be injected 
in a fluid or semisolid state; but owing to the 
tremendous cooling down it encounters imme- 
diately upon entering the body, it solidifies rap- 
idly, almost instantaneously, taking up a consist- 
ency that no blood current is able to alter. If 
injected directly into a small vein, the hard par- 
affin will plug it and the inpouring stream of 
paraffin, bound to settle down in one big lump, 
compresses the vessel from every side to an ex- 
tent that no parcel of the mass can be carried into 
the circulation. 

It is just this property of immediate solidifica- 
tion which, apparently, prevents accidents while 
using hard paraffin, and which, should the injec- 
tion be done in very vascular regions, enables us 
to profit by a prophylactic measure utterly use- 
less when soft material is employed, viz., the 
production of temporary anemia by adrenalin or 
suprarenin, as suggested by Eckstein. Vaselin 
and soft mixtures held in liquid state by the body 
temperature are apt to be just as dangerous, as 
to the possibility of parcels of them being car- 
ried into the circulation, after cessation of the ar- 
tificial anemia, as they were before; while the 
hard paraffin must have consolidated in the 
meantime to a consistency that is quite inocuous. 

To summarize briefly, we are entitled to say 
that accidents, although comparatively very rare, 
have occurred in cases where paraffin mixtures 
with melting points ranging from go° F. up to 
110° F. have been used, and that the best mea- 
sure to avoid mishaps of this dangerous charac- 
ter is to use hard paraffin with a melting point 
above 110° F. 

(To be continued. ) 
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SOME AURAL CONDITIONS OF ESPECTAL 
INTEREST TO THE GENERAL 
PRACTITIONER.* 

By James F. McKernon, M.D., 

NEW YORK. 


When your chairman invited me to present a 
paper before this society, 1 at first intended to se- 
lect some one subject, and confine my remarks to 
that alone, but in thinking the matter over, I con- 
cluded that a paper touching upon several phases 
of aural disease would be of more value and inter- 
est to a body of general practitioners than an ex- 
haustive paper upon any one subject, hence my ex- 
cuse in selecting the title of this paper. 

With otoscopic examination all practitioners of 
medicine should be familiar, and yet many will tell 
you that they are unable to see the drum membrane, 
or the deeper structures in the canal, and give it up 
as a hopeless task, simply because they have never 
been taught the proper technic of examination. 
In the average adult case it is an easy matter to 
view the canal walls and drum membrane, if we 
remember the fact that the canal is not a straight 
tube, but that the cartilaginous portion joins the 
bony canal at quite an abrupt angle. It is for this 
reason that we take the auricle between the thumb 
and index finger and lift it gently upwards, out- 
wards, and backwards, and thus raise the cartilag- 
inous portion of the canal, so that the angle is al- 
most entirely overcome, and with a proper sized 
speculum we are enabled to look directly at the drum 
membrane. It is by no means an easy matter to 
perform otoscopy upon very young children, for 
those not constantly practicing it. In the first place, 
the specula used are too large; and secondly, the 
auricle is drawn in the same position as that when 
we are examining our adult cases, with the result 
that instead of opening the cartilaginous canal, we 
are closing it, whereas. if we draw the auricle down- 
ward, backward, and a little outward, we open the 
canal and expose to view the deeper structures. 

Then, too, we often find the circumference of the 
meatus lined with cerumen, and if we attempt to 
force the speculum beyond this, we not only hurt 
the patient, but our view is obstructed by a specu- 
lum the distal end of which is filled with wax. In 
these cases it is best to syringe the canal with warm 
sterile water, and remove the cerumen before at- 
tempting further examination. 

In catarrhal conditions of the upper respiratory 


*Read at the annual meeting of the Lake Keuka Medical Associa- 
tion, July 14, 1905. 


tract, and especially those accompanying the acute 
exanthemata in children, the examination of the 
ears is overlooked, unless the patient presents some 
local manifestation, as pain or, if the patient be a 
very young infant, unless he pull or tug at the af- 
fected ear, and cry out with pain, thus drawing 
one’s attention to the local condition. That such 
manifestations do take place in a certain number of 
cases there can be no gainsaying, but this number 
is very small indeed in comparison with the num- 
ber of those that never complain, nor give the 
slightest evidence of any ear trouble being present 
until a discharge is noticed coming from the ex- 
ternal auditory canal. Or if in young children the 
ear be inspected previous to the onset of the dis- 
charge, the true condition of the middle ear is over- 
looked, and the reason why it is passed by as nor- 
mal is because the examiner sees a white, rather 
prominent-looking drum membrane, showing not 
the slightest vestige of congestion; but if he were 
to bring to his aid a cotton-tipped probe, and gently 
brush the surface of the drum membrane with it, 
the appearance of a white looking drum would be re- 
placed by that of a bulging, reddened and angry- 
looking surface, which shows the true condition of 
the middle ear. The pressure behind the drum has 
been so great as to cause a rapid exfoliation of the 
external epithelial layer, and this looks very much 
like a normal drum membrane, and can easily be 
mistaken for one. Such an error is made again and 
again, and then when a discharge suddenly appears 
in the canal a few hours after the examination, the 
observer is surprised at such a rapid infection, and 
wonders how so large an accumulation of fluid or 
pus can form in such a short time, when, in fact, 
it was present long before his first otoscopic ex- 
amination was made. 

The treatment for such a condition is, first, ster- 
ilization of the canal and drum membrane, followed 
by a free incision of the drum, usually in the pos- 
terior quadrant, beginning low down and extending 
in a curved direction upward through the entire 
length of the drum. Following this, whether the 
patient be child or adult, there should be free pur- 
gation, fluid diet, and absolute rest enjoined. The 
importance of rest is frequently overlooked, and it 
is on this account that many of our subsequent com- 
plications arise. 

As to the removal of the discharge, one of two 
methods may be used. If the case is under the di- 
rect supervision of a nurse, the dry treatment by 
means of wicks of gauze can be used, and the wicks 
changed as frequently as they become saturated, or 
a wick may be introduced into the canal, and car- 
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ried as far as the incision in the membrane, and a 
wet bichloride dressing, 1-4000, applied over the 
external ear. This dressing should be covered with 
oiled silk and.a bandage, and changed once in twen- 
ty-four hours. A wet saline dressing may be ap- 
plied in the same manner. If, however, a nurse is 
not in attendance, then the irrigation treatment is 
the one usually pursued. It consists in syringing 
the canal every three or four hours with a solution 
of bichloride of mercury, 1-5,000, wiping the canal 
dry each time after syringing. As the discharge 
lessens, the number of the irrigations should be 
diminished, for if used too frequently the tissues 
of the drum and canal become softened and edema- 
tous, and lose their integrity. 

If the patient be a young child and the discharge 
continues longer than it should, say three weeks, 
we will usually find the cause for the continuance 
lies in the naso-pharynx, and is a mass of lymphoid 
tissue, and this, when present, should be removed 
without delay. 

In patients suffering from the acute exanthe- 
mata, it is, I believe, just as important that their 
ears should be examined each day as it is that they 
should be examined for their general condition, for, 
after all, the mortality is quite as large in these 
diseases from the aural complications as from any 
other, and many of the cases of deaf-mutism, as 
well as the legion of chronic purulent otitides with 
their sequel, would not exist if in the future this 
precaution were taken. 

The usual time for a middle ear inflammation to 
develop is any time after the fourth day, and it is 
all the more important that these aural examinations 
be made frequently, for in a large number of cases 
there is no symptom pointing to an aural condition 
until after the damage has occurred, namely, a spon- 
taneous rupture with destruction of a portion of the 
drum membrane, which might easily have been 
avoided had otoscopy been practiced frequently. 

In any of the acute inflammatory diseases, if the 
disease is subsiding, and the temperature neverthe- 
less is high, and out of all proportion to that stage 
of the disease, it is wise to examine the ears, as in 
many of these cases here will be found the cause of 
the fever, and a speedy relief from anxiety will fol- 
low as the temperature drops when the ear is ap- 
propriately treated. Such a condition occurs fre- 
quently in diseases other than the exanthemata, e. g., 
as a complication of an acute gastro-intestinal at- 
tacl:. When the local symptoms are fast disappear- 
ing and yet the patient, who is a child, is fretful, un- 
easy and the temperature remains high, all other 
conditions being first excluded, quite frequently the 


cause for the child’s latent symptoms will be re- 
vealed by an examination of the ears. 

Again, take a patient convalescing from pneu- 
monia, or grippe, when the temperature varies and 
remains high, and the physician for several days 
cannot locate the cause of the existing fever, but 
thinks perhaps that it is a latent grippe, or an in- 
complete or delayed resolution, or that malaria is at 
work on the patient’s system again, if when these 
conditions present themselves, the ears be exam- 
ined carefully, there, many times, will be found the 
cause of the disturbance, even though before ex- 
amination it was not even suspected. 

In children and adults during an attack of acute 
follicular tonsilitis, it is advisable that frequent ex- 
aminations of the ear be practised, though in such 
cases pain is usually a prominent symptom. Espec- 
ially is this true in children, because there is usually 
lymphoid hypertrophy present in the naso-pharynx, 
and the swelling existing there causes pressure on 
the Eustachian tubes, and the pain is at once re- 
ferred to the ear. 

A prophylactic measure of the greatest importance 
in young children is to see that all adenoid tissue 
be removed before the winter months, as the pres- 
ence of this tissue is very often the exciting cause 
of an acute middle ear suppuration, and frequently 
such a suppuration will not cease until this exciting 
cause is removed. After this source of irritation has 
been removed, it is often astonishing to see how 
rapidly resolution will take place without any local 
treatment whatever to the ear; or, if it does not clear 
up quickly, the treatment necessary to bring about a 
favorable result will occupy a much shorter period 
of time than otherwise. When hypertrophied ton- 
sils are present they should also be removed, par- 
ticularly when there is a history of frequent attacks 
of ear trouble in a child, as enlargement in this re- 
gion causes engorgement around the orifice of the 
Eustachian tubes, and this is an exciting factor, even 
though it is somewhat remote from the seat of the 
disease. ’ 

Again, in typhoid fever, another disease in which 
the ears are frequently overlooked, otoscopic ex- 
aminations are valuable, for here the aural compli- 
cations, when they do exist, and are neglected, leave 
the audition permanently impaired. There is rarely 
a sympton present in this disease to call one’s atten- 
tion to the ear, and yet many a case of labyrinthine 
disease owes its origin to an attack of typhoid 
fever. 

Eczema of the external auditory canal is another 
condition where an otoscopic examination is indi- 
cated. We sometimes find the eczematous condi- 
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tion extending over nearly the whole auricle, and 
down the side of the face. This condition is caused 
in nearly all the cases, by a scanty, serous discharge 
coming from the middle ear, the moisture lying in 
the canal until an exfoliation of the superficial epi- 
thelial layer takes place; the patient first notices an 
intense itching at the meatus, and indulges in a very 
natural desire to scratch, with the result that in a 
very short time a well-developed eczema is present. 
Even though this complication be treated faithfully 
and conscientiously, it will recur from time to time, 
because the etiological factor in its production has 
not been discovered, namely, the scanty, acrid dis- 
charge from the middle ear. Had an examination 
of the ear been made on the appearance of the ecze- 
ma, these patients might be spared weeks of pain 
and annoyance. The treatment for this condition, 
aside from that directed to the middle ear, is to keep 
the parts as dry as possible, and paint the surface 
over with a solution of acetum cantharadis, and 
later apply an ointment of ammoniated mercury or 
of zinc oxide. A rather frequent complication of 
this eczematous state is the appearance of a diffuse 
circumscribed external otitis, or furuncle, caused by 
scratching the meatus. When this condition is pres- 
ent and well developed, it many times is mistaken 
for mastoiditis, because of a large amount of swell- 
ing which is present over and around the mastoid 
process, as well as directly in the meatus. An ex- 
amination of the deeper structures of the canal will 
clear up the diagnosis, for here will be found the 
cause of the edema and swelling. This condition 
speedily responds to a free incision in the swollen 
tissue of the meatus and canal, to be followed by the 
application of a warm wet dressing of a weak 
solution of bichloride of mercury, carbolic acid, or 
a normal salt solution. 

Chronic suppuration of the middle ear is a dis- 
ease much too lightly regarded, and is frequently 
considered more as an inconvenience than as an act- 
ual menace to life, but it should be borne in mind 
that as long as the suppurative process exists with- 
in the tympanic cavity, the patient is in danger, no 
matter how slight the discharge may be. As long 
as there is a focus of infection in the middle ear, 
intracranial infection is always possible, and at any 
moment the gravest symptoms may make their ap- 
pearance. ‘ 

It is sometimes asked what is meant by the term 
“chronic suppuration” when applied to the ear. The 
writer would define this as an inflammation of the 
structures which form the middle ear, that has 
lasted for a period of six months or more, with or 
without treatment. 


Every case of chronic otorrhea coming under our 
observation should be most carefully examined, to 
determine whether or not there is any dead bone 
present, and this can only be accomplished by a 
thorough cleansing of the external auditory canal, 
and by bringing to our aid the use of the silver 
probe as a means of palpation. Many of the patients 
examined do not have necrosed bone, and the cause 
for the continued discharge is inadequate drainage; 
when this is rectified, by a free incision in the drum 
membrane, a process of resolution is speedily es- 
tablished, and the case rapidly progresses to a cure. 
This shows how important it is that the drum mem- 
brane be freely incised during an attack of acute 
otitis media, and not allowed to go on to a spon- 
taneous rupture, for if the latter condition occurs, 
the rupture is just as likely to take place high up, 
‘with a destruction of a portion of the drum tissue, 
and drainage is but poorly established, if at all, 
with the result that in a few months we have a 
chronic suppurative process to deal with. An acute 
middle ear process, properly cared for, need rarely 
become chronic. 

If, on the other hand, we find upon our first ex- 
amination of the patient, that dead bone is present, 
then palliative treatment, as far as a cure is con- 
cerned, is of but little avail. Unless the area of dead 
bone be inconsiderable, the usual routine treatment 
of cleansing, by irrigation, powders and topical ap- 
plications, merely serves to temporarily remove the 
discharge. 

It is in this class of cases that I believe a grievous 
error is made, unless we state frankly to the patient 
at the time of the first examination, and when the 
dead bone is discovered, the danger they are court- 
ing by allowing such an infective process to con- 
tinue. The average patient, as a rule, knows nothing 
of this danger, and it should be our duty to en- 
lighten him as to the possibilities of an intra- 
cranial involvement taking place. It is much wiser if 
the patient be made to accept the responsibility of 
the future outcome of the case, than that the 
physician be censured later for not having com- 
municated the dangers to him. 

Usually, however, when a patient consults his 
physician about an otorrhea of long standing, the 
doctor is very apt to instruct his patient to syringe 
his ear with some kind of antiseptic solution two, 
three, or four times a day, as the case may be, with- 
out even having examined the canal and middle ear 
to discover to what cause the discharge may be due. 
Or, again, the patient, or the patient’s parents, are 
told that it is a good thing for an ear to discharge, 
and that nothing must be done to prevent it, as it is 
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nature's method of ridding the system of an im- 
purity, and that when the discharge ceases, the ear 
will be cured. Unfortunately, it all too frequently 
happens that when such a discharge does cease, it 
is because the drainage from the middle ear has 
become obstructed, and the pus has been diverted 
into another channel, and is already affecting the 
mastoid bone, or one or more of the intracranial 
structures. 

The objection is often brought forward, when an 
operation for the removal of intratympanic caries 
is advised, that it destroys whatever hearing the 
patient may possess on that side. This is not so, for 
in at least 50% of the cases operated upon, the hear- 
ing is equally as good after operation as before. It 
is only in those advanced cases, where extensive 
necrosis is present, that the audition is less than 


before operation, but even if loss of hearing were in- | 


evitable, it should be given but little weight, when 
compared to the probability of one or more of the 
intracranial complications arising from the dis- 
ease. 

There is no reason to-day why ordinary surgical 
principles should not be applied to the ears as well 
as to other parts of the body. Certainly no modern 
surgeon would think of allowing dead bone to exist 
in any other portion of the body indefinitely. Why 
then, should we allow it in the ear? Again, it has 
been said that the mortality is high in operations 
on the middle ear for the relief of caries. As done 
to-day, it is less than 2 per cent., and the fatal cases, 
when they do occur, are not because the operation 
was done, but because it was not done early enough, 
before intracranial structures had become involved. 
Still another objection brought forward, is that the 
patients are left with an unsightly scar for the re- 
mainder of their lives. As done to-day it would be 
hard to find a scar on these patients three months 
after operation, as the wound back of the ear is 
closed at once, and subsequent treatment to the 
middle ear is made through the canal. 

Another point in favor of surgical intervention 
in these cases is that in many of the cases of long- 
standing suppuration there is advanced disease in 
the mastoid process itself, without any evidence of 
such involvement by either physical or functional 
examination, and this is only discovered during the 
operation on the middle ear. Mastoiditis is one of 
the complications of acute and chronic middle ear 
suppuration and, in the minds of many practitioners, 
does not exist unless the ear is found to be dis- 
placed forward, and a swelling of greater or less 
magnitude, with edema, is found over the mastoid. 

Take a case of acute middle ear suppuration, 


occurring either primarily, or following any one of 
the many diseases which it may complicate, and this 
disease having subsided, we have a running ear to 
treat, with one other symptom present, namely 
fever. This temperature is usually not high, but 
varies from 99°F. to 100°F., continuing for several 
days with morning remissions and evening exacer- 
bations, without any apparent change in the char- 
acter of the secretion coming from the ear, except a 
slight diminution in quantity. We find also, on 
cleansing the external auditory canal, and wiping 
away the secretion from the point of perforation in 
the drum membrane, that pus oozes through this 
opening drop by drop as we wipe it away. In such 
a condition as this, delay is extremely dangerous, 
for there is already an infiltration of pus throughout 
the mastoid structure, and an operation for mas- 
toiditis here is imperative, for if allowed to progress, 
in a few days the case will present the gross 
physical signs first described. It is very difficult, 
and frequently impossible, to elicit evidence of pain 
in young children, when we press on the mastoid 
process, even though the mastoid be filled with pus, 
for these little patients will scream quite as much 
when the normal side is being examined. If one 
waits for the appearance of edema over the mastoid 
as an indication for operation in these young chil- 
dren, he is increasing the danger tenfold, by inviting 
one or more complications. 

Another fallacy in connection with this phase of 
aural disease, lies in the belief that when a swelling 
takes place behind the ear in young children, and 
there is a subperiosteal accumulation of pus, it is 
quite sufficient to make an incision, the so-called 
Wilde’s incision, in the soft parts over the swelling, 
evacuate the pus and pack the wound, and that 
nature will do the rest. A condition like this, treated 
in such a way, almost invariably leads the patient 
into danger from the complications arising there- 
after, to say nothing of the permanent impairment 
of the hearing, for a chronic aural discharge will 
be the result of such treatment. Abundant clinical 
evidence has been brought to bear upon this point 
by all modern otologists. The importance of open- 
ing the mastoid process and draining the middle 
ear in these cases has, in my experience also, been 
amly demonstrated during the past three years, 
in a large hospital service, where there were ninety- 
one cases of subperiosteal abscess in young chil- 
dren, ranging from four weeks to seven years of 
age. In all of these the mastoid was opened, and 
the middle ear drained posteriorly, and eighty-nine 
of the mastoids contained pus. In the two cases in 
which pus was not present, granulation tissue was 
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found throughout, and the structures were just on 
the point of breaking down. 

In these cases, we should not be content with a 
simple incision and evacuation of the pus, for if this 
only be done, a dangerous legacy is left these little 
patients, and one to which unfortunately, all too 
many succumb. Even though in many cases the ex- 
ternal evidences have disappeared, the ear still con- 
tinues to discharge, because it has not been properly 
drained ; this discharge is the result of the mastoid 
necrosis, which is still progressing; and sooner or 
later, he who is treating such a case is brought 
to face a still more serious condition, namely, one 
or more of the intracranial complications of otitic 
origin. 

Another serious complication of acute purulent 
otitis in young children, is that of a primary in- 
volvement of the jugular bulb, by way of the floor 
of the tympanum, without disease of the mastoid 
structure. Here the principal symptom is that of 
pyrexia, the temperature varying all the way from 
normal to 107°F. The rises are rapid, and the re- 
missions to normal or near it, quite as abrupt. There 
is no chill, or chilly sensation observed, but replac- 
ing it, the little patients have cold hands and feet 
preceding the rise in temperature. These, with an 
ear discharging pus, may be the only symptoms 
present for several days, until the child gradually 
becomes septic. The successful treatment of this 
condition is an early operative procedure. 

When we contemplate the disastrous results fol- 
lowing a neglected, unrecognized, or tardily rec- 
ognized middle ear suppuration we are, as phy- 
sicians, confronted by the question, “How in the 
future can the number of brain infections of otitic 
origin be lessened?” The first step in this direction 
is to teach the medical student of to-day, who will 
be the general practitioner of the future, first, how 
to early recognize acute infections of the middle 
ear, and then how to treat such infections, for we 
are all convinced that an acute inflammatory proc- 
ess, if properly and promptly treated, need rarely 
become chronic. Should it become so, however, 
it is imperative that he know the danger that may 
arise from a continuance of the condition and the 
appropriate surgical treatment for its relief. 

Also, those of us who are already engaged in 
active practice, and who are unfamiliar with the 
technic of examination and treatment, should put 
ourselves in a position to recognize and properly 
care for these cases. If this be done, there will be a 
marked decrease in the number of cases of chronic 
purulent ear diseases with their sequelz. 

The credit of this can, and should rightly, belong 


to the general practitioner, who, by recognizing and 
efficiently treating the acute conditions, can pre- 
vent the development of many serious brain compli- 
cations. And, after all, prevention is the keynote of 
modern medicine. 


Clinical Reports. 


A HUGE CALCULUS REMOVED FROM THE 
HEPATIC DUCT. 
By Ernest A. Hatt, M. D. 


Surgeon to Burvard Sanatorium, 
VANCOUVER, B. C. 


The patient from whom this stone was removed, 
a married woman, aged 41, presented clinical evi- 
dences of cholelithiasis associated with great pros- 
tration, a most intense cholemia and marked dis- 


I performed prelim- 


inary cholecystostomy and kept the aperture open 
for four months, at the end of which time the 


tention of the gall-bladder. 


second operation was undertaken. There were 
several small stones in the cystic duct, but the large 
one here illustrated in actual size was located in 
the hepatic duct. After its removal, a rubber drain 
was stitched in the hepatic duct and left there for 
two weeks. Convalescence was normal. The patient 
has since given birth to a healthy child and is her- 
self in excellent health. 

The stone weighs 900 grains, its largest diameter 
is 21% inches, its largest circumference, 6 inches. 
The small mass seen at the right in the illustration 
is a fragment that became detached from the rest 
of the calculus. 
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CASES ILLUSTRATING A FEW POINTS IN 
THE OPERATIVE TREATMENT OF 
RENAL CALCULUS.* 

By Paut Tuornpike, M.D., 


Instructor in Genito-Urinary Surgery in the Harvard 
Medical School. Assistant Surgeon, Boston 
City Hospital. 


The writer desires to attempt nothing more in 
this short paper than to present for your considera- 
tion a few points connected with the operative treat- 
ment of renal stone. This can perhaps be done 
most easily by speaking briefly of a few selected 
cases, each of which will serve to illustrate one or 
more of the points in question. 

Case 1. This man, aged about forty, had suffered 
for five years with intermittent attacks of pain in 
the left loin, associated with a cloudy urine con- 
taining varying quantities of pus and a few casts. 


ganized kidney. After the removal of the stone the 
wound into the kidney was drained with gauze and 
the loin incision partially closed. Convalescence 
was uninterrupted, and now, eight to nine months 
after the operation, the man is well and has nothing 
left of his trouble but a fine sinus, from which 
come a few drops of pus daily. There is. still 
some cloudiness of the bladder urine due to pus 
in the small amount of urine still discharged from 
the diseased kidney, but the other kidney is as yet 
unaffected, as is shown by the segregated urines. 
Query. Should the remains of the diseased kidney 
be removed now? Had the operator appreciated in 
time the extent of renal destruction the kidney 
would have been removed at once, but the patient 
was in poor condition for operation, and by the 
time the true facts were ascertained and the stone 
removed, it did not seem safe to prolong the opera- 


Fig. 2.—Actual Size. 


There was nothing to indicate the presence of stone 
and the case was believed to be one of tuberculosis 
until repeated guinea pig inoculations proved to the 
contrary. For five years these conditions persisted, 
but in spite of gradually failing health the man was 
never compelled to give up his work. Finally, dur- 
ing an attack of pain more severe than usual, he 
fell into the hands of a physician who called the 
writer in consultation. The following conditions 
were found: A man exhausted by pain and with 
marked tenderness and muscular spasm over the left 
renal region. Immediate operation through a loin 
incision demonstrated the large stone illustrated in 
figure 1,7 in the substance of a thoroughly disor- 


* Read at the Annual Meeting of the American Association of 
Genito-Urinary Surgeons, Montreal, June 13 and 14, 1905. 

t These illustrations are reproduced from those used in the au- 
thor’s article in the Boston Medical and Surgical Journal, June 1, 
1905. 


Fig. 1.—Actual Size. 


tion and remove the kidney. At present the man 
has no pain, has an acid urine only slightly clouded 
with pus, has so little discharge from the sinus that 
his gauze sponge is changed only once a day, and 
he refuses to submit to further operation. For all 
purposes he considers himself a well man. 

Case II. A man, aged thirty, has had indefinite 
pain in the back, associated with digestive disturb- 
ances and a gradual loss of weight and strength 
over a period of years. Nothing called his attention 
to his urinary apparatus until he consulted a med- 
ical man in Boston a few months before I saw him. 
He was then told that there was danger of his de- 
veloping a stone in the kidney and was given care- 
ful dietary and therapeutic instructions. The urine 
was presumably the source of information upon 
which these statements were made, for, so far as the 
patient himself knew, there was no indication of 
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renal disease, he ascribing his condition to digestive 
troubles. A few months after this the writer was 
called to operate upon the man and found him ex- 
hausted with pain and with every local indication of 
renal infection,—purulent urine, tumor, spasm and 
tenderness in the loin. Immediate operation re- 
vealed a stone imbedded in a mass of disintegrated 
renal tissue and inflammatory exudate. The deliv- 
ery of the stone (Fig. 2) was extremely difficult, 
and the approach to the pedicle of the kidney was 
so protracted that, in the operator’s judgment, the 
patient’s condition demanded an end to the pro- 
ceedings before the renal remains could be tied off 
and removed. The wound was drained with gauze 
and partially closed. Convalescence was uninter- 
rupted, and now, one year after the operation, the 
patient is well, but, like the preyious man, has a 
cloudiness of pus in the acid urine and a small sinus 
in the loin which discharges so little that he seldom 
changes the gauze over it oftener than once daily. 
Here again, the segregated urine shows that the 
other kidney is sound and doing good work, and 
the patient has been unwilling to consider operation 
for the removal of the infected ureter and kidney. 

The writer has been called upon several times to 
perform secondary nephrectomies for the closure of 
unpleasant septic urinary sinuses in the loin, after 
the drainage of pus kidneys, but never has he had 
the question of the safety of the other kidney put 
to him so directly as in these two cases. His ex- 
perience with such late secondary nephrectomies is 
that they are extremely difficult of performance 
through a lumbar wound, that the danger of open- 
ing the peritoneal cavity is great, and that the 
patient is subjected to a very severe operative shock. 
So much has this been the case that he has several 
times seriously considered the advisability of ap- 
proaching such kidney remnants through the peri- 
toneum, in spite of the risks of sepsis, because the 
avenue of approach is easy from this direction and 
is unchanged by inflammatory conditions. Both of the 
cases reported above were unsatisfactory, for both 
came into the hands of the writer not as cases to 
study, but as surgical emergencies for immediate 
operation. Had there been possible a preliminary 
study and skiagraphs, the latter would very prob- 
ably have made an early diagnosis in both instances. 

Case III. A man, aged forty-four, had for nearly 
a year characteristic attacks of renal colic. For the 
last few months these attacks had been so severe 
and frequent that he had been incapacitated for 
work, and the dread of the next attack was grad- 
ually making him an extremely nervous individual. 
At the time the writer first saw him, several days 


after his last attack, he still had in his clear acid 
urine a few pus and blood cells and an oceasional 
hyaline cast. The x-ray picture showed a shadow 
which the skiagraphist pronounced a stone, but of 
which the writer could not feel sure. Operation 
was performed through a loin incision, and the stone 
shown in figure 3 was found imbedded in the kid- 
ney substarce, The man was stout and the kidney 
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Fig. 3.—-Actual Size. 

could not be delivered upon the loin, but it was per- 
fectly easy to control the renal pedicle between two 

fingers of the assistant’s hand, and the stone was” 
removed through an incision along the convex bor- 
der of the organ left in situ. One mattress suture 
was passed through the kidney substance bringing 
the split halves together and superficial sutures were 
inserted along thé Convex border. Only one small 
gauze drain was iserted down to the kidney for the 
first twenty-four hours. Recovery was uninter- 
rupted. 

In this case the kidney had an absolutely normal 
appearance when approached through the loin, and 
was normal in size, and, as far as the operator could 
determine, in condition. Nothing could be felt in 
the organ or its pelvis, and the stone was found 
because the history pointed so definitely to it that 
exploration by renal incision seemed indicated as a 
matter of course. But now suppose that the x-ray 
examination had been a doubtful factor for diag- 
nosis as it was in this case, and as it so often is, 
and suppose the pain had not been characteristic, and 
that the urine had been seen a few days later when 
the blood elements had disappeared and the sedi- 
ment did not give the positive diagnostic assistance 
provided in this case. Then, if an exploratory oper- 
ation is performed an apparently normal kidney is 
found, as in this case. 

Query. Should that kidney be delivered on to the 
loin and explored by incision? The writer believes 
that in exploratory operations upon the kidney the 
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surgeon should always be prepared to investigate 
the organ through an incision along the convex 
border ; that this can usually be done after the organ 
is delivered upon the loin; but that in stout people, 
or in cases where for other mechanical reasons such 
delivery is difficult or impossible, the blood supply 
can still be controlled by a tourniquet of rubber or 
gauze, or between two fingers of an assistant slipped 
under the organ and making pressure upon the 
renal pedicle ; and that the cases where such explora- 
tion is impossible must be rare and usually the re- 
sult of an inflammatory process which renders ap- 
proach to the renal pedicle too difficult. Such ex- 
ploratory incisions, however, are not to be lightly 
undertaken. The writer has seen one patient die 
upon the table from hemorrhage following the tear- 
ing away of a kidney in the effort to deliver it for 
proper exploration. He has known of another such 
case, and he has in his.own experience lost a case, 
his patient dying a few hours after a secondary 
nephrectomy, which a: consultation of surgeons 
deemed necessary after every effort had been made 
to control by gauze packing a persistent hemorrhage 
into the bladder from a kidney which had been split 
for the delivery of a small flat stone similar to the 
one in case 3. The writer believes that when such 
incisions are made the chances of severe bleeding 
should be minimized by the use of one or two mat- 
tress sutures passed through the renal substance in 
order to hold the split halves more firmly in apposi- 
tion, and also by the use of gauze pads placed in 
such a way as to promote such approximation of the 
split halves. Such a pad or pads may be removed 
after twenty-four hours, and sutures previously 
placed may then be tied. 

Case IV. A man of fifty years has had for some 
months frequency of urination, associated with a 
cloudy urine. Upon examination of the urinary 
sediment the cloudiness is found to be due to pus, 
and the sediment also contains many casts, with 
pus cells and a little blood often adherent to them. 
The physician in charge told the patient that he had 
kidney trouble of a surgical character and pre- 
scribed palliatives. A few months later the writer 
was called suddenly to the case and found a man 
with fever, pain in the back, tenderness and spasm 
over the left kidney, urine still clouded with pus. 
Immediate operation through a loin incision re- 
vealed what was at first sight a normal kidney. 
Vinally a stone was felt, apparently lying free in the 
renal pelvis, and was removed through an incision 
in its posterior aspect. (Fig. 4.) Further careful 
palpation revealed nothing. The renal pelvis con- 
tained nothing else, the ureter was patent and the 


kidney felt perfectly normal in size, shape and con- 
sistence. There was no faceting or other evidence 
of more stone formation. One small drain was in- 
serted down into the seat of the incision of the renal 
pelvis ; the external wound was partly closed; there 
was an uninterrupted convalescence with the per- 
sistence of a lumbar sinus. 


Fig. 4.—Actual Size. 


Query. Should the kidney have been further 
explored after a stone sufficient to account for all 
the conditions present had been found and removed 
entire? Several months later the patient’s physi- 
cian brought me three other stones which had evi- 
dently sloughed down into the renal pelvis subse- 
quent to my operation, or else had formed rapidly 
after it. At all events, they were discharged 
through the loin sinus with some pain to the patient 
and with the aid of a little dilating by the physician. 
The patient refused further operation, and the sinus 
subsequently healed. It is the writer’s belief that all 
the stones were present at the time of the operation, 
and that a further exploration of the kidney, albeit 
absolutely unindicated by the conditions, as far as 
they could be judged at the time, would have demon- 
strated their presence. 

These last two cases have been mentioned with 
the idea of suggesting considerations of the scope 
and degree of renal exploration in doubtful cases. 
It seems to the writer that, having once determined 
upon an exploratory operation, the operator should 
be prepared to go the whole distance, even in doubt- 
ful cases, for there are many cases where the ex- 
posure and palpation of the kidney, be it ever so 
thorough, will fail to reveal the conditions existing 
then; and, making all due consideration for the 
severity of the procedure, and with no desire to 
minimize its dangers or difficulties, it seems the 
only rational course to pursue, even in the cases 
where, after all available means of diagnosis have 
been resorted to, there is still a doubt as to the 
presence or absence of renal calculus. 
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CONCERNING FRACTURES. | 


It is no cxaggeration to say that very often 
the unskilful treatment of a fracture is worse 
than no treatment at all. Serious deformities 
may result from the neglect of small details no 
less than from the violation of important princi- 
ples. We do not refer here especially to the 
fractures of the femur that are always difficult to 
handle, nor to those of the elbow, than which 
latter no class of fractures demands more expe- 
rience and judgment in the handling. 

An otherwise good result after fracture in the 
lower extremity is a poor result if drop-foot has 
followed from neglect to the simple precaution to 
properly support the foot (in the splint or by a 
stirrup) while the patient has been confined to 
bed. But it is in connection with fractures of the 
forearm, especially those that are comparatively 
trivial, that the results of treatment more vigor- 
ous than judicious, are strikingly worse than 
would be the result if the lesion were allowed to 
go entirely untreated. We sometimes see ugly 
and permanent deformity of the fingers and an- 
kylosis of the wrist as a result of such treat- 
ment for something no worse, for example, than 
a greenstick fracture of the ulna. 

Volkmann described “ischemic muscular con- 
traction” consequent upon interference with the 
circulation by pressure of the immobilizing dress- 
ing, and Stimson warns against even applying a 
roller bandage under the splint or, except with 


the greatest caution, a circular strap of adhesive 
plaster. In bad cases of ischemic muscular con- 
traction the fingers may be bound down almost 
or quite to the palm of the hand, the muscles, 
especially the small intrinsic hand muscles, are 
in a state of atrophic degeneration, the skin over 
the fingers may be tense, shiny, even anesthetic. 
So bad a deformity is found in those cases, al- 
together too numerous, in which the extremity 
has been encased for many weeks—six, eight or 
even ten. Probably contributing to the produc- 
tion of the ischemic contractures, is the undue 
confinement in the dressing of more or less of 
the hand. And this introduces another, and also 
serious, complication—loss of function, partial 
or complete, in the wrist joint. 


These conditions are discouraging, indeed, but 
not necessarily: hopeless. Much can be done to 
restore function by hot baths, massage, electrici- 
tv properly applied, and’ especially, persistent 
passive and active movements of the fingers and 
wrist, encouraged by various devices that will 
suggest themselves. 


The management of any fracture is not a small 
surgical feat, and no practitioner not thoroughly 
experienced, should deliberately undertake it 
alone. In the treatment of fractures of the fore- 
arm, which are those most commonly encoun- 
tered, certain fundaments of technic, modifiable, 
of course, with proper indications, may be laid 
down. The best possible reduction should be se- 
cured. The splint, whatever its material, should 
be well padded. Care must be taken that there 
is no undue pressure upon the muscles (the an- 
terior and posterior splint arrangement will 
cause ugly flattening of the forearm muscle 
mass, if this caution is not observed). The wrist 
and elbow joints should not be confined without 
good reason; or, at any rate, the joint should be 
released as soon as possible, e. g., after two 
weeks. Active movements of the fingers must 
be encouraged from the outset. Active and pas- 
sive movements of the wrist must be begun ear- 
ly, if not allowed throughout. The splint should 
be removed early, e. g., after a week, and at short 
intervals thereafter, for gentle massage and to 
allow passive and active movements of a con- 
fined joint. The splint should be discarded en- 
tirely as soon as it has served its purpose; in 
many cases after a fortnight nothing more may 
be needed than a snug bandage and a sling, and 
certainly no forearm fracture, unless there be 
delayed union, needs even a short splint for more 
than four weeks. 
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PLASTER OF PARIS AND HOW TO USE IT. 


Plaster of Paris is the most generally service- 
able material for immobilizing dressings. Yet 
its application may be irksome for the surgeon, 
and unesthetic, uncomfortable, even painful for 
the patient, if certain little details of technic are 
not mastered. Instruction in the use of plaster 
of Paris is not complete in the text-books, and 
descriptions of the numerous useful “wrinkles” 
that belong to the art of employing it, are widely 
scattered through our literature. 

These considerations have led us to arrange 
with Dr. Martin Ware, of New York, for a series 
of freely illustrated and practical articles on Plas- 
ter of Paris and How to Use It, the publication of 
which will begin this Fall, upon the conclusion 
of the Paraffin articles by Drs. Luckett and 
Horn. 

The articles will be continuous and will cover 
the entire subject. In addition to treating of the 
preparation of plaster bandages, their uses, the 
methods, in general, of applying them, the re- 
moval of plaster dressings, etc., the application 
of plaster to individual forms of fracture will also 
be dealt with in detail. The use of plaster in 
joint diseases, the plaster jacket, ambulatory 
splints, molded and gutter splints, fenestrated 
and hinge splints, the Bavarian splint, the Lor- 
enz dressing, and all the other surgical applica- 
tions of plaster of Paris will be fully described 
and illustrated. We feel warranted in predict- 
ing that this practical series will prove of un- 
usual interest. 


RAPID ARTIFICIAL DILATATION OF THE 
CERVIX. 


When Bossi published his method of rapid instru- 
mental dilatation of the cervix five years ago (Ann. 
di ost. e gin, 1900) he claimed for it that, irrespect- 
ive of the time of gestation or the condition of soft- 
ening or absorption of the cervix, sufficient dilata- 
tion could be obtained (if necessary within fifteen 
to twenty minutes) to permit of ready extraction of 
the fetus. This instrument, according to Bossi, if 
properly used, did not increase the percentage of in- 
jury above that in normal spontaneous labor. Nu- 
merous trials of the instrument, particularly in the 
large clinics abroad, have proven these claims only 
partly justified, and the use of the dilator not free 
from danger (v. Bardeleben, Zentralbl. f. Gyn. No. 


dilatation by the Bossi instrument, or the De Seig- 
neux modification, should be limited to softened 
and partly absorbed nulliparous cervices, or soft 
cervices of multiparae, according to v. Bardeleben. 
Dihrssen says, “with the cervix obliterated the 
Bossi method is unnecessary; where still unab- 
sorbed it is dangerous to both mother and child” 
(Archiv. f. Gyn., 1905, Hft. 2). 

Dihrssen warmly recommended his own vaginal 
Cesarian operation or hysterotomy as a method of 
rapid delivery (Der Vaginale Kaiserschnitt, Kar- 
ger, Berlin, 1896). This operation also has re- 
ceived numerous trials, and has likewise proved 
wanting in many ways. 

The above-mentioned procedures were devised 
by Bossi and Dihrssen not so much to displace en- 
tirely the time-honored method of gradual dilata- 
tion by means of packing or hydrostatic bags. but 
rather to furnish a more rapid means of delivery 
where haste is absolutely indicated. If we analyze 
the indications for rapid delivery’as presented by 
Bossi, it will appear that, from a conservative stand- 
point, many, in fact most, of his indications are as 
successfully met by a slow dilatation with bags, fol- 
lowed, if necessary by slight additional manual dil1- 
tation of the already patulous and partly. absorbed 
cervical ring. The old method requires few and not 
costly instruments which are always at hand; and 
less highly trained personal skill, and dispenses 
with professional assistance, which may not always 
be obtainable. In eclampsia, judicious palliative 
treatment, instituted in the interval while waiting 
for the bags to do their work, will more often be of 
service than harm to the patient. Few cases of pla- 
centa previa will bleed alarmingly or uncontrollably 
while the cervix is rigid, and the child’s life will 
probably be sacrificed in any case. In severe consti- 
tutional disease of the mother, such as heart lesions 
or tuberculosis, if the pregnancy has been allowed 
to come to term, breech extraction or forceps used 
to supplement or spare the failing maternal 
strength, will be less liable to do harm than rapid 
interference attended, as it is, with a considerable 
degree of shock. 


DOYEN’S CANCER SERUM. 


Almost a year has elapsed since the Parisian 
surgeon, Doyen, announced the discovery of his 
cancer serum. His deductions were based large- 
ly on the biology of the micrococcus neoformans, 
also discovered by him. The _ bacteriological 
part of tlie work was confirmed by Metschnikoff, 
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according to the Gazette Medicale de Paris; but 
the clinical results had the support only of Doy- 
en's unconfirmed statements. This support 
lacked the necessary requisite of strength, owing 
to the unsavory manner in which the discovery 
was aired in the lay press. Enthusiasm in 
France ran rather high, whereas in the other Con- 
tinental countries, in England and in America, 
judgment was suspended in rather a spirit of in- 
difference. And now that spirit has found its 
vindication, for the Surgical Society of France 
appointed a committee to investigate Dr. Doyen’s 
assertions, and that committee has just reported 
to the recent surgical congress, held at Paris. 
According to the Gazette des Hopitaux, the 
committee finds that “le traitement du docteur 
Doyen n’a pas d'action favorable sur le Cancer.” 

Thus endeth a chapter in twentieth century 
scientific medicine, which from opening to closing 
paragraph, has nothing to commend it. It is as- 
serted that Dr. Doyen replied to the committee’s 
findings that, although it is true that most of his 
patients show the inroads of carcinoma, and many 
of them are dead, in spite of the serum treatment, 
yet, without treatment those that are dead, 
would have died earlier, and those that are suf- 
fering, would have been nearer death. If the 
doctor really made this claim, he must have done 
it in the forlorn hope of supporting a superstruc- 
ture which rested on a woefully weak foundation. 

M. G. S. 


BIER’S “CONGESTION” TREATMENT OF 
ACUTE SUPPURATIVE PROCESSES. 


When the treatment of suppuration was summar- 
ized in the words “incision and drainage,” it was 
thought that the last word on this subject had been 
said. That we shall have to modify our views seems 
very likely in the light of reports that have recently 
appeared by Bier and his pupils on the employment 
of congestion for suppurative processes. This mode 
of therapy is an evolution of Bier’s well-known 
method in the treatment of tuberculosis of joints, 
and was first announced in the Miinchener Medi- 
cinischer Wochenschrift, 1905, Nos. 5, 6 and 7. As 
described in these publications, congestion was ob- 
tained by the prolonged use of the Martin bandage 
applied proximally to the suppurating area. More 
recently Bier’s assistant, Klapp, (Wiinchener Medi- 
cinischer Wochenschrift, 1905, No. 16,) has simpli- 
fied the method for treatment of abscesses in the 


soft parts by the use of ordinary dry cups. These 
are applied directly over the abscess, the cup being 
sufficiently broad to go well beyond the suppurating 
area ; for phlegmons of the fingers and hand, special 
forms of suction apparatus have been devised. The 
suction treatment is applied once or twice daily for 
periods varying from thirty minutes to one hour. It 
has not been definitely decided whether or not it is 
better to make a tiny incision into the abscess or 
phlegmon before applying the suction apparatus; 
at all events Klapp reports the rapid cure of large 
abscesses without any incision whatever. fle has 
applied this method to all varieties of suppurative 
processes in the soft parts, abscesses of the breast, 
phlegmons of the extremities, carbuncles, furuncles, 
etc. To sufferers from the latter malady it will be 
a great boon if Klapp’s experiences are borne out, 
since he claims that small  furuncles are 
“aborted” in from one to two treatments and 
the large varieties are healed in from five to six, 
and without incision. The advantages claimed for 
the method are all that can be desired: 1. It is simple. 
2. It is not only painless if properly applied, but is 
pain-alleviating as well. 3. There is minimal scar 
formation or no scar at all. 4. The duration of heal- 
ing is cut down to one-third or one-half the usual 
time. If the claims of Bier and his assistants are 
verified, this will be one of the most important ad- 
vances that surgery has made in many years. 

E. M. 


ERRATUM. 


An error was made in printing a formula in 
Dr. Mallery’s article on The Treatment of In- 
guinal Hernia, in our August number. On page 


16, second column, ninth line, ‘Si should have 


been “5i. 


For Orcuitis.—Lutaud combats the pain of 
orchitis by the administration of cachets contain- 
ing seven and one-half grains of sulphate of qui- 
nine. In the majority of cases pain is arrested after 
the first dose, and it is unnecessary to give an 
injection of morphine. At the same time the fol- 
lowing is applied locally: 

Methyl salicylatis, 5 vj. 

Guaiacol, 
Vaselini, aa 3 j. 

M. Sig. Apply locally once or twice daily.— 

Medicine. 
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Surgical Suggestions. 


If a stump ligature, e. g., of the renal pedicle, 
is slow to come away, the process may be has- 
tened by fastening it taut to a piece of rubber 
tubing stretched across the wound. 


Soft tumors under the skin, disappearing in the 
recumbent posture, are usually lymphangiomata. 


Hard subcutaneous tumors of the upper third of 
the neck, with signs of malignancy, are often epi- 
theliomata arising from branchial clefts. 


The presence of sciatica demands a careful ex- 
ploration of the pelvis by rectal or vaginal examina- 
tion. It should also be remembered that Osler de- 
scribed sciatica as one of the early symptoms of can- 
cer of the breast. 


Pain in the leg after an abdominal operation often 
means the development of a femoral thrombosis. 
This occurs usually on the left side. 


Congenital paralysis of the lower limbs may arise 
from an internal sacral or coccygeal spina bifida. In 
such cases rectal examination reveals the trouble 
and an operation may afford marked improvement 
or even a brilliant cure. 


The shock of evacuating an empyema thoracis 
may be largely avoided by making but a small open- 
ing in the pleura (after resecting the rib) and ap- 
plying at once several thicknesses of gauze. At the 
next dressing much or most of the pus will be found 
to have escaped into the gauze, and the pleural 
wound may then be enlarged without producing 
shock. 


In all cases of recurrent vomiting examine the 
midline of the abdomen for a small epigastric 
hernia. 


An attack of acute intestinal obstruction, with 
passage of blood, and in the presence of a car- 
diac lesion, is suggestive of thrombosis of a 
mesenteric vessel. 


When rubber tissue is not at hand to make a 
“cigarette drain,” rubber tubing may be used in 
its place. Split a piece of tubing of appropriate 
length, and lay the wick of gauze in the trough 
thus made. Fenestrae may be cut as desired. 


It should be borne in mind that stone in the 
bladder may be the primary cause in children of 
enuresis, masturbation or prolapsis recti. 


Prolapse of the rectum in children usually | 
yields to treatment by strapping the nates to- 
gether with adhesive plaster, if carried out intel- 
ligently and persistently, for several weeks or 
months. The child should be obliged to defe- 
cate in the recumbkent posture and while the 
strap is on. After defecation the strap is re- 
moved, the parts cleansed and a fresh strap ap- 
plied, all while the child is recumbent. 


Don’t be tempted to exclude gonorrhea be- 
cause you see no bacterial or other evidence of 
vaginal or urethral infection. In women the 
presence of gonorrhea may not make itself 
known for six weeks or more, and salpingitis may 
be the first evidence. 


Tenderness in the heel, or pain and tenderness 
in the sole of the foot is very often, indeed, of 
gonorrheal origin. It will not be relieved in such 
cases until treated on that basis. The patient 
may deny that he ever had gonorrhea. Examine 
his urine; shreds tell their own story. 


A comforting support for the testicles, when 
a patient is confined to bed with orchitis, is easi- 
ly furnished by a well-padded cigar box cover, 
grooved to fit under the scrotum, and laid across 
the thighs. Adhesive plaster may be used in 
the same manner. 


Absorbent cotton, so commonly used to catch 
the discharge of gonorrhea, is very inelegant. It 
sticks to the glans, allows the meatus to glue 
together, and is difficult to remove without soil- 
ing the fingers. The following is the cleanliest 
and most surgical dressing. In a six inch square 
of surgical gauze, of about four thicknesses, cut 
a slit in the middle just large enough to be passed 
over the glans and to be held behind the cor- 
nea. Then simply draw the foreskin forward. 
Indeed, such a dressing will hold even if the pa- 
tient’ has been circumcised, if the slit in the 
gauze is not too large. With such a simple dress- 
ing, there is no retention of the pus, no irrita- 
tion from contact with the secretions, the or- 
gan is readily inspected and the gauze is easily 
drawn off by a little pull at one of its clean cor- 
ners. 
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Book Reviews. 


Surgical Diagnosis. A Manual for Practitioners of Medi- 
cine and Surgery. By Otto G. T. Kitrant, M. D., Sur- 
geon to the German Hospital, New York. Quarto. 449 
pages. With 59 full-page plates and with engravings 

+ in the text. New York: Witt1am Woop & Co., 1905. 


The primary object of this book is to assist the general 
practitioner in recognizing surgical conditions and in decid- 
ing when surgical intervention is indicated. As Kiliani 
justly observes in his introduction, there is only one kind 
of diagnosis, viz., the true scientific diagnosis in medicine. 
Throughout the book medical conditions are given their full 
recognition, wherever they should be considered from a 
point of view of differential diagnosis. 

The volume is very systematically arranged, the anatom- 
ical order of v. Bergmann’s “Handbuch” being adhered to. 
In addition to the introductory chapters on examination, 
etc., the detailed discussion of the lesions of each anatomical 
region is preceded by the description of the most advan- 
tageous methods of examination applicable to the locality. 

Besides the differential signs described in the text, fre- 
quent tables of differential diagnosis are introduced, and at 
the end of the book, among other tables, is placed a Table 
of Identical Symptoms Found in Various Diseases. 

Kiliani has shown much discretion in his references to 
mechanical and laboratory aids to diagnosis,—x-ray ex- 
aminations, cystoscopy, blood-counts, etc. Neither under- 
estimating their dignity nor overvaluing their importance, 
he endeavors to develop the clinically diagnostic features, 
to encourage reliance upon the bedside employment of 
our five senses. 

It is impossible to mention more than a few special 
points in the short compass of a review. The practitioner 
is warned of the dangers incident to the reckless use of 
the probe. The ambulance surgeon might take note of 
Kiliani’s advice to treat scalp-wounds by the open method. 
“It is a pity that not every surgical affection hurts,” ap- 
plies to carcinoma of the breast and many other affections. 
In the diagnosis of peritonitis, the chief point is “that peri- 
tonitis is the symptom of some other disease.” 

The indications for operation. are chosen with great con- 
servatism, and yet no undue delay is advised. In deciding 
upon operation the author keeps in mind the mortality 
incident to expectant and to active treatment, respectively. 

The typography is excellent, the marginal index being 
of value, but the frequent use of heavy type, in the text 
proper, is disturbing to the reader. Indeed, in other re- 
spects, also, the book might easily have been _made of 
smaller size without sacrificing its appearance. The plates 
and x-ray pictures are unusually good (with the exception 
of Plates IV and V) and the diagrams in the text are 
useful. While by no means free of faults, this volume 
should on the whole successfully fulfil its purpose. 


The Treatment of Fractures; with Notes on a Few 
Common Dislocations. By CuHaArtes L. Scupper, 
M.D., Surgeon to the Massachusetts General Hospi- 
tal. Fifth Edition, Revised and Enlarged. Octavo 
of 563 pages, with 739 original illustrations. Phila- 
delphia and London: W. SAuNDErRS & CoMPANY, 
1905. Polished buckram, $5.00 net; half morocco, 
$6.00 net. 


Probably no general or special surgical text-book of this 
generation has enjoyed more deserved popularity than this 
work of Scudder’s. Not a treatise, like Stimson’s classic, 
it is nevertheless a complete text-book upon the fractures 
most often encountered, and, as a manual of treatment, 
it probably has no superior and, in many respects, no equal. 

Text-books are prone to the fault of repeating time- 
honored methods of classification, stereotyped forms of 
treatment. No such fault can be found with this work. 


Scudder deliberately broke the fetters of tradition and 
wrote a book based on actual and practical experience. 
In another striking feature is his work immensely valu- 
able, viz., in its recognition of the supreme importance 
of detailed instruction upon the adaptation of the differ- 
ent forms of splints to the different forms of fracture. 
The exact shape and position of an extra pad, the exact 
spot at which a plaster strap is applied to best advantage 
—these and numerous other minutiz are furnished to the 
reader with painstaking thoroughness. Herein, too, lies 
the value of the numerous well-executed illustrations. 
Handsome as are the cuts in so many of our modern text- 
books, we know of no work in which they more admirably 
serve a definite didactic purpose. A caretul study of the 
illustrations in this volume affords, in itself, almost a 
complete course in the technic of the treatment of frac- 
tures. 

Not all experienced surgeons employ just the same 
methods as Scudder, but practitioners not sufficiently ex- 
perienced to evolve ‘their own plans, cannot go astray if 
they carefully follow all his teachings. 

In this edition some new cuts (chiefly skiagrams) have 
been introduced and some changes have been made in the 
text. Scudder plainly indicates that the time-honored 
simple extension treatment of fractures of the neck of the 
femur bids fair to fall into disuse. Certainly the results 
achieved by it are not often entirely satisfactory. The 
employment of the Thomas hip splint in these cases is 
described, but not unduly praised. Reference is made to 
Whitman's description and treatment of fractures of the 
femoral neck in children; and, no doubt, the sixth edition 
will incorporate Whitman’s treatment of the fracture in 
adults and children as described in the American Journal 
of — Sciences, July, 1905 (abstracted in our August 
issue 

The treatment of fracture of the shaft of the femur is 
described in elaborate detail. We are a little surprised to 
find no reference to the treatment of the same lesion in 
children by Van Arsdale’s triangular “ambulatory” splint. 


The Doctor’s Recreation Series Volume IV. A Boox 
Asout Doctors. By JoHn Corpy JEAFFrEsoN. Akron, 
Ohio: THe SAALFIELD PUBLISHING Co., 1904. 


This is an entertaining and instructive volume of some 
“of those medical Ana that have been preserved by tra- 
dition or literature.” It deals, for the most part, with 
English physicians and quacks of an earlier day, and is 
based on data partly biographical and partly anecdotal— 
all woven into an historical ensemble well worthy of pres- 
ervation in book form. 

Among the many interesting chapters may be mentioned 
those devoed, respectively, to doctors’ fees, to the famous 
quack Chevalier Taylor and to his contempoxary, equally 
renowned, Mrs. Mapp, the bonesetter. 


Books Received. 


Hyperemia as a Therapeutic Agent. By Proressor Dr. 
Avucust Birr, University of Bonn. Authorized trans- 
lation, edited by Dr. Gustavus M. Biecu, Consulting 
Surgeon, People’s Hospital, Chicago. 12mo. 239 pages. 
Chicago: A. Ropertson & Co., 1905. 


Superstition in Medicine. By Pror. Dr. Huco Macnus. 
Authorized translation from the German, edited by 
Jutius N. Sattnere, M.D., Physician to the Philadel- 
phia General Hospital. 12mo. 205 pages. New York 
and London: Funk & WAGNALLS Co., 1905. $1.00 net. 


The Psychic Treatment of Nervous Disorders. By 
Dr. Paut DuBols, Professor of Neuropathology, Uni- 
versity of Berne. Translated by SmitH Ety JeL.irre, 
M.D., Ph.D., and Wittram A. Wuirte, M.D. 8vo. 
Cloth. 471 pages. New York and London: Funx & 
WacNALts Co., 1905. $3.00 net. 
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A or Recent LITERATURE. 


(1) Scopolamine-Morphine as an Adjuvant in the 
Administration of General Anesthesia. M. G. SEE- 
Lic, Annals of Surgery, August, 1905; St. Louis Medi- 
cal Review, August 12, 1905. 


(2) Scopolamine-Morphine Anesthesia. E. Ries. An- 
nals of Surgery, August, 1905. ~ 

(3) Death During Morphine-Sc Narcosis. 
H. Lanpau. Deutsch. Med. ochenschr., July 13, 


1905. 

(4) A Contribution to Study of Scopolamine- 
Morphine Narcosis. LaAsex, Casopts lekarn ces- 
kych, 1905, p. 31. See Chirurgie No, 22, 
1905. 

(5) Death After Scopolamine-Morpfiine Narcosis. 
B. Rys. Do. p. 430, also Zentralblatt f. Chirurgie, 1905, 
No. 22. 

(6) On Scopolamine-Morphine Narcosis. I. ZAHRAD- 
Nicky, Revue o neurologit, etc., 1904, p. 417. 


(1.) Seelig reports 65 cases of general anesthesia ad- 
ministered for the most diverse diseases, in which one- 
half hour before operation the patients received hypoder- 
matically scopolamine hydrobromate 1-100 grain, morphine 
1-6 grain. The general anesthesia was induced by the 
ethyl chloride-ether sequence, by means of a slightly modi- 
fied Bennett inhaler. It is claimed that less anesthetic 
(ether or chloroform) is required after scopolamine-mor- 
phine, there is no stage of excitement, post-operative vom- 
iting is either greatly reduced or entirely abolished, and 
the first twenty-four houds after operation are passed in 
comfort. Scopolamine solutions being unstable, Seelig ad- 
vises making them fresh each time from tablets. 

(2.) Ries reports 72 cases (92 operations), in which 
scopolamine-morphine was employed, using respectively 
1-60 and % grain, divided into three doses and given 2%, 
1% and % hour before operation, according to Korff’s 
method. He has frequently used 0.6 per cent. salt solu- 
tion infiltration in addition; and, at times, if necessary, 
small quantities of chloroform. He, like Seelig, mentions 
absence of the stage of excitement, and reduction of post- 
operative vomiting. 

(3.) A less cheerful picture is drawn by H. Landau, 
who gave a man 66 years of age gr. I-70 scopolamine and 
gr. I-3 morphine two hours before a hemorrhoid operation. 
At the operation ™% gr. of cocaine muriaticum was used 
locally, most of which was lost on account of slight bleed- 
ing. The patient reacted later, but showed signs of nar- 
cotic poisoning, dying 2% hours after operation from car- 
diac collapse, in spite of active stimulation. 

Landau claims that other patients with similar doses 
showed the symptoms of narcotic poisoning, rather than 
of real anesthesia. 

(4.) Lasek reports a death during operation for a col- 
loid struma. The patient had received two doses of the 
combined drugs, together amounting to gr. 1-60 and gr. 
Y%, respectively. <A little chloroform was added at the out- 
set. Cheyne-Stokes respiration, cyanosis and death rapidly 
occurred. 

(5.) Rys’ case died 21 hours after operation for lym- 
phoma of the neck. The patient had received the com- 
bined drugs and a small amount of chloroform, leaving 
the table in the best of condition. During the night con- 
vulsions and fever (104°+F.) developed and were soon 
followed by death. 

(6.) Zahradnicky used this method of anesthesia in 232 
cases; of these 132 required a general anesthetic in addi- 
tion, One patient, 41 years of age, to be operated upon 
for a large struma, died shortly after the second injection. 


Since Schneiderlein in 19090 first brought the administra- 
tion of morphine-scopolamine (the latter an alkaloid from 
hyoscyamus niger) before the profession as a substitute for 
anesthesia by inhalation, numerous European authors have 
used, and many have seen fit to condemn, this method of 


attaining operative anesthesia. The dose has varied from 
gr. 1-200 of scopolamine and gr. 1-6 of morphine, as first 
proposed, to gr. 1-60 of scopolamine and gr. 1-3 to % of 
morphine, used in divided doses. The so-called “tentative,” 
or first dose, was supposed to indicate how well or how ill 
the patient tolerated the drug, but in that aim it has sig- 
nally failed, as some patients whom the first dose rendered 
restless, were promptly narcotised by successive injections, 
and vice versa. Primarily, among the other advantages, 
this new method was to dispense with the services of the 
anesthetist, but as the drugs are uncertain in action, it was 
found necessary always to have an additional assistant ‘at 
hand to institute general anesthesia in case of necessity. 
Post-operative vomiting probably is reduced, as most au- 
thors agree at least on this one point. Great expectations 
were entertained, for it was hoped to use scopolamine- 
morphine, not only where general anesthetics were contra- 
indicated, but as a routine of practice. The antagonism 
of the two drugs theoretically promised to obviate their 
poisonous effects, but the ever-increasing number of deaths 
has effectually dissipated such hopes. Some of these fatali- 
ties are not directly traceable to the injection, but others 
cannot be explained away by the most skilful compiler of 
statistics. The death rate varies from one death in 200- 
300 (Landau), to three deaths in 465 (Stolz), a truly ter- 
rifying number when we compare these figures, even with 
the unfavorable German statistics of 1-2000 from chloro- 
form and 1-5000 from ether narcosis, which mortality rates 
probably far exceed, especially in the case of ether, the 
mortality percentage in America. 

If we sum up all possible advantages of the method, if 
successful, they are: partial consciousness (valuable in 
the vomiting of intestinal obstruction) ; lessened harmful 
effect on the kidneys, heart or lungs (??); lessened post- 
operative vomiting and increase of comfort during the 
first twenty-four hours. If general anesthesia is needed 
the quantity of the anesthetic is greatly reduced. 

If we now consider its disadvantages they are: the neces- 
sity of injecting the first dose 24, 12 or 6 hours before op- 
eration; uncertainty as to the dosage necessary; frequent 
need of general anesthesia in addition; symptoms of nar- 
cotic poisoning varying from a mild to a severe type; and 
an excessively high death rate. The advantages of the 
method are uncertain and doubtful; its disadvantages and 
dangers are frequent and undeniable. 

The proposal of Seelig to use a smaller dose as an ad- 
juvant to a general anesthetic does not appeal to the ex- 
perienced anesthetist. The ethyl chloride-ether sequence 
sufficiently does away with initial cyanosis (which even 
with nitrous oxide may be reduced to a minimum). The 
stage of excitement, in competent hands, is entirely want- 
ing except in a few plethoric or alcoholic individuals, in 
whom a small antecedent morphine injection (gr. 1-6), 
will control these manifestations. Vomiting during the 
course of an operation is very commonly due to the inat- 
tention or inexperience of the anesthetist, and where, ex- 
ceptionally, irritation of certain areas, e. g., subdiaphrag- 
matic or pelvic, can be foreseen, morphine given alone 
has for many years proven effective. To watch and suc- 
cessfully judge the condition of a patient, who is under the 
combined influence of such diverse drugs as scopolamine, 
morphine and ether or chloroform presupposes more skill 
than the average hospital interne or occasional anesthetist, 
should be credited with. Before the medical public will 
be convinced that post-operative vomiting is materially re- 
duced, a far greater number of patients than 65 must be 
brought forward as evidence, and let us hope, that while 
engaged in enlarging these statistics the investigators will 
not likewise add to the list of unpleasant or fatal conse- 
quences already on record. 


The Celluloid Corset; a Consideration of Its Usefulness 
and the Technic of Its Manufacture. Harotp W. 
Jones. Medicine, August, 1995. 

The advantages of this form of support over the others 
are that it is: (1) light; (2) durable; (3) easily made; 
(4) inexpensive. The description of the technic of manu- 
facture is long and full of details and does not permit of 
condensation. The reader is therefore referred to the orig- 
inal article for particulars. 


. 
ig 


September, 1903. 


PkOGRESS IN SURGERY AND GYNECOLOGY 


AMERICAN 61 
JOURNAL OF SURGERY. 


Report of Results in Non-Traumatic Surgery of the 
Brain and Spinal Cord. Observations Upon the 
Results of Cerebral Surgery at the Massachusetts 
General Hospital. E. A. CopMaAn. 


Report on Results of Brain and Cord Surgery at the 
Massachusetts General Hospital. James J. Putnam. 


Results of Non-Traumatic Surgery of the Brain at the 
Boston City Hospital. Wm. M. M. D. 


Three Cases of Intra-Spinal Tumor, Operated by J. C. 
Warren. W. B. OpbiorNe. 


Report on Operations for Cerebral Tumor at the Bos- 
ton City Hospital. IF. B. Lunp. 


The Operability of Brain Tumors from the Point of 
View of Autopsied Cases. G. L. WALTON. 


Boston Medical and Surgical Journal, July 20, 1905. 


The results of operations for tumors of the brain in these 
Boston hospitals as reported by the above investigators are 
certainly discouraging. Codman reports twenty-eight cases 
in not one of which was a radical operation possible, and 
the mortality after such attempts was 25 per cent. Both 
Codman and Putnam come to the conclusion, therefore, that 
it is wiser to merely perform a simple operation for relief 
of pressure, by the intermuscular method through the tem- 
poral muscle over a “silent” portion ot the cortex, as ad- 
vised by Cushing. Only in tumors of the cerebellum is the 
outlook more hopeful, according to Putnam, because this 
part of the brain can stand greater mutilation than any 
other. In the Boston City Hospital Lund reports seven cases 
of cerebral tumor with one good result. Three died from 
the operation. Walton’s report is based on the study of 374 
autopsied cases. He divides the cases into operable, in- 
operable and doubtful. The operable cases include endo- 
theliomata of the dura; the doubtful cases include gliomata, 
non-encapsulated sarcomata in doubtful regions and cysts; 
the inoperable cases comprise all other forms of brain 
tumor. He found that of these 7.5 per cent. were operable 
and 13 per cent. doubtful, so that in only 20 per cent. of ail 
brain tumors was a radical operation possible. Eliminating 
the cases of other infection and the cases with no symp- 
toms, the actual percentage of operable cases is only four. 

The results of operation for epilepsy are more encourag- 
ing. Of 39 cases reported by Putnam and Bullard, 17 cases 
were relieved. It seems probable that in cases where cysts 
are present the result will be more favorable. The cases 
of spinal tumor that were operated upon by Warren and 
reported by Odiorne all recovered. In one, a fibroma was 
present and in the second a psammoma. In these two the 
symptoms of myelitis almost entirely disappeared. The 
third case should not have been classified in this group as 
no tumor was found. Jack’s report is that of 23 cases of 
brain abscess, with only two recoveries. 


Operation for Cerebral Abscess. 


Gun-shot Fractures of the Skull in the Russo-Japan- 
ese War. M. I. GLacoLyev. Chirurgia. (Xupypria) 
(Moscow and St. Petersburg.) Vol. XVII., No. 102. 


Glagolyev reports in detail a selected series of ten sim- 
ilar cases of gun-shot “contact fracture” [tangential, graz- 
ing fracture] of the skull that came under his observa- 
tion while in charge of the 14th Harbin hospital. The frac- 
tures were along the line of contact of bullets with the 
dome of the skull. In all of these cases, also, the wounds 
were infected with pus cocci and the bare bone could be 
felt with a probe. These patients developed symptoms of 
focal injury to the brain as was later proved at the oper- 
ations. Some of the cases, however, had areas of brain 
destroyed and yet had no abnormal manifestations indi- 
cating such an affection, as in one case with a wound in 
the brain corresponding to the region of the posterior in- 
ferior angle of the parietal bone. Others with no wounds 
in the brain (fracture of skull corresponding to upper 
parts of central convolutions of both sides, i. e., on sagit- 
tal suture) showed distinct symptoms of focal affection 


of the brain. On all of these cases an atypical trephining 
(partial resection of cranium) was performed, the wounds 
cleaned of fragments and drains of sterile gauze intro- 
duced. The wounds were brought together by tension 
sutures. In some of these cases only the external plates 
were broken, in others both plates and the fragments were 
found lying in the wound of the brain substance. In the 
first mentioned cases pieces of lead were found between 
the plates. In one case after the fragments were removed 
about one teaspoonful of pus was evacuated. All of the 
cases had a temperature before and after operation from 
36.5°-37° C. in the morning and 36.5°-37° C. in the even- 
ing. The wounds closed in about a month and the patients 
were able to walk about, all their symptoms of focal affec- 
tions of the brain gradually disappearing. In one case, 
however, where the pus was evacuated the wound did not 
heal. and the patient was discharged from the hospital 
with a suppurating wound at the end of about six weeks. 

To these ten cases Glagolyev adds another case with a 
gun-shot wound of the scalp where a bullet was removed 
by some other surgeon, but the wound did not heal. By 
ordinary methods of examination it was impossible to de- 
termine whether there was a fracture of the skull and he 
made an exploratory incision. No fracture was found and 
the wound healed up very rapidly after full drainage was 
established. 

From his observations Glagolyev concludes: 

I. In gun-shot “contact fractures” of the skull it is diffi- 
cult to determine the extent of injury by ordinary means 
(inspection, palpation and probing). 

2. When a bullet acts on the skull by contact there may 
be a fracture of the external plate only or of both plates. 
_ 3. Between the depressed external plate and the unin- 
jured internal plate foreign bodies may at times be found. 

4. In gun-shot “contact fractures” of the skull, we may 
find torn dura and destroyed portions of brain substance 
without the presence of abnormal manifestations either 
psychical, motor or sensory. On the other hand we may 
have cases in which even the dura is uninjured and yet 
manifestations of focal injury to the brain are present. 

5. In some cases with suppuration of the wounds of the 
soft parts we find suppuration of brain wound also, but this 
is determined only by operation. 

_6. Suppurating wounds of the brain may not cause any 
rise in temperature even if the pus is under pressure. 

7. It is difficult to decide before operation whether dura 

or brain substance is injured and whether there is sup- 
puration of the brain substance or not. 
_ 8 From the above Glagolyev deduces that in order to 
insure rapid recovery and prevent complications, such as 
meningitis and abscess of the brain, operative measures are 
indicated. 

9. Conservative treatment of infected gun-shot fractures 
of the skull is fraught with dangers to the patient’s life. 
In support of this Glagolyev reports a case thus treated. 


Treatment of Puerperal Infections. (Die Behandlung 
der puerperalen Infektion.) V. RostHorn. Deutsch. 
Med. Wochenschr., No. 23, 1905. 


This article is a complete résumé of the work done in 
this interesting and important field, and a plea for con- 
servative treatment. Rosthorn, after having tried all legiti- 
mate newer remedies and having watched the efforts of 
other gynecologists, returns to old conservative principles. 
In effect he says: The treatment is divided into local and 
general. The earliest possible inspection of the genital 
tract, bginning with inspection of the perineum, vagina and 
cervix should be instituted. If the so-called “ulcera puer- 
peralia” are absent, it speaks in favor of a uterine iyfec- 
tion; but the converse is not necessarily true. Marked 
edema of the vulva should draw attention to neighboring 
parts. Cultures from the interior of the uterus may prove 
of diagnostic value. Intrauterine irrigation is employed 
early, using little water pressure, assuring ready return of 
the fluid (sterile water, or at most, weak lysol solutions) 
and no dislocation of the uterus by pulling with volsella, 
etc., to avoid accidents and unpleasant after-effects. If no 
relief is afforded careful manual evacuation of retained 


2 
& 
38 
¥ 
, 
a 
- 


62 AMERICAN 
JOURNAL OF SURGERY. 


PROGRESS IN SURGERY AND GYNECOLOGY 


September, 1905. 


secundines (using gloves) is indicated, but no instrumental 
curettage. Of use are hot vaginal irrigations daily, re- 
peated doses of ergot (the crude fresh drug is preferable), 
mechanically producing closure of the lymphatics, and an 
ice-bag over the pubes. If, in spite of these measures, the 
fever persists, it may be assumed that the process has ex- 
tended; and the clinical picture will show whether the 
result will be an inflammation of the adnexa, a localized 
pelvic peritonitis, a metrophlebitis with pyemic symptoms, 
a phlegmon of the pelvic cellular planes (parametritis) or a 
diffuse septic peritonitis. During this period every intra. 
uterine or even pelvic manipulation is strongly contra- 
indicated. Absolute rest, careful nursing, abundant nutri- 
tion, hydropathic measures, saline infusions, appropriate 
cardiac tonics and alcohol are indicated. Cold packs were 
found useful; antipyretics useless and at times harmful. 
Excessive doses of alcohol are of no benefit. Infusions 
never did much good; possibly the administration of nuclein 
in large doses (5-6 gms. every 12-24 hours), until bone ten- 
derness appears, may be of advantage by stimulating -leu- 
cocytosis. 

Hysterectomy is rarely indicated, as it is impossible to 
decide upon the exact time at which the process is still local- 
ized. Only where a suppurating myoma or carcinoma is 
present, as a complication, might a vaginal extirpation be 
tried. The recently proposed tying and resection of the 
large pelvic veins has not, as yet, proved of service, even 
in the pyemic cases in which a thrombe-phlebitis was suc- 
cessfully diagnosed. Injections of collargol 2 per cent. 
(.05-10.0 gms. intravenously), if properly performed, are 
harmless and may at least prevent the chills. Intravascular 
formalin injection has been justly condemned and aban- 
doned. Serumtherapy, so far, has not been encouraging, 
though further trial should be accorded the lower polyva- 
lent sera. 


Chorionepithelioma Malignum. A. P. Connon. Med- 
ical Herald, July, 1905. 


This is the report of a fatal case of chorionepithelioma 
malignum in an Indian woman, 38 years of age. The 
patient had had seven children. Two years previously 
she aborted at the fifth month. Manual removal of an 
adherent placenta was required, but irregular hemorrhages 
had occurred ever since. Six months ago pain in the 
lower abdomen developed, and great loss of weight, with 
some dyspeptic symptoms, supervened. 

Examination revealed large, boggy, vaginal nodules, no 
glandular enlargement but a large, irregular abdominal 
mass extending half way to the umbilicus. There was 
fever of 100° to 101° F., and bloody expectoration. Only 
local palliative measures were resorted to. After twenty 
days death resulted. 

The autopsy showed lung metastases, and large chori- 
onepitheliomatous masses in the wall of the uterus; the 
vaginal tumors were of the same nature. As no connec- 
tion with the placental site was demonstrated Condon 
classes his case with ectopic chorionepitheliomata. 

Of interest is the double cystic degeneration of the 
ovaries. Of the other pelvic tissues only the right broad 
ligament was involved. 

Another case is that of a multipara, 54 (?) years of age, 
who flowed after confinement. Within two years the 
uterus was removed for the metrorrhagia, and in addition 
to a fibroid a small sessile tumor of chorionepitheliomatous 
nature was found. As the patient has remained well, the 
author classifies this case as a benign chorionepithelioma, 
and, quite unjustifiably, bases this assumption on histolog- 
ical peculiarities of the tumor. 


Castor Oil Treatment of Trifacial Neuralgia. GEroRGE 
Gut. Cleveland Medical Journal, August, 1905. 


Gill again calls attention to the old Gussenbauer treat- 
ment of this affection. He reports a number of cases, one 
of the inveterate variety, in which the use of the oil was 
curative or of marked benefit. The method consists merely 
in giving the patient an ounce of castor oil every night 
until the pain disappears. There is no explanation of its 
action. 


Notes on Fractures and Their Treatment. F. J. Corton. 
Boston Med. and Surg. Journal, July 27, 1905. 


Too much dependence should not be placed on the x-rays. 
in the diagnosis of fractures; the old manual methods are 
more to be relied upon. The x-rays are, however, of 
greater value after reduction to see whether the fragments 
are in their proper place; x-rays are of least value in test- 
ing the ultimate result of a fracture. Non-union should 
not be confounded with delayed union. The author be- 
lieves that the former is a very rare occurrence and that 
most fractures will heal if given sufficient time. Dis- 
ability is often not proportionate to malposition, and the 
functional result may be very good despite marked de- 
formity. The results in children are especially good, 
young adults do less well, and in old people a fracture 
almost always leaves some, if slight, disability. Another 
important factor in determining the ultimate result is the 
contracture of muscles and capsule of the joint from long 
fixation. Cotton therefore lays great stress on the early 
use of passive motion in the joint nearest the fracture. 
After fracture of the femur, shortening is a rare cause of 
disability; with less than one inch there is not even a 
limp, since this amount of shortening is compensated by a 
tilting of the pelvis. 

Cotton has made an interesting study of the various dis- 
placements of the weight-bearing line in fractures of the 
leg, and their functional results. Forward displacement 
results in a fairly marked limp and is due to the sagging 
of the fragments when the padding of the splint or plaster 
ceases to be effective. Inward displacement is less fre- 
quent and results in lameness and stiffness owing to the 
fact that the patient walks on the outer side of the foot. 
Outward displacement leads to a condition comparable to 
that of “flat” or “weak” foot. These displacements have 
usually arisen in cases of slow union with long fixation. 
Cotton is not an enthusiast for massage, but thinks that 
the so-called modeling of fractures should be used more 
frequently than it is. He refers to the indications for 
operative treatment, and, aside from compound fractures, 
he thinks that the teld is small. He believes, however, 
that no fracture, at least of the shaft of a long bone, should 
be allowed to remain in a bad position until it unites; as 
an additional argument for operation in such cases he 
cites the fact that bones in a bad position will take longer 
to unite solidly than if operated upon and replaced. Hip 
fractures should be operated upon more frequently than 
has hitherto been the case; and tenotomy should also be 
more frequently done if it renders reduction practicable. 
In operations near joints, two rules are to be observed: 
the minimal incision of the capsule and care to never leave 
two denuded joint surfaces ;—raw bone opposite normal 
cartilage means a mobile joint, two apposed raw surfaces 
produce fibrous ankylosis. 


The Diagnosis and Therapy of Ectopic Gestation. 
(Ueber Diagnose und Therapie der Tubargraviditat.) 
L. Zuntz. Die Heilkunde, July, 1905. 


This article is based upon 100 cases operated upon in 
the Hospital Moabit, in Berlin. The commonest errors in 
diagnosis of severe actively bleeding cases were perforative 
peritonitis, gangrenous appendicitis and ulcus ventriculi. 
In one instance the patient was sent to the hospital for 
cholecystitis, because of the jaundice. In less acute case 
tubal inflammations, incomplete abortion or pelvic exudate 
were diagnosed outside the hospital. 

The history is of great value, but in many instances 
the menstrual period is not missed, or only passed one or 
two weeks. A history of previous pelvic inflammation is 
of value, as is a long antecedent period of sterility. The 
ordinary symptoms of ruptured ectopic gestation are too 
well known to bear repetition. Moderate rise of tempera- 
ture is a regular occurrence, especially with hematocele. 
Of great value is routine aspiration per vaginam, where an 
exudate is felt, especially as the author advises laparotomy 
for hematocele with extirpation of the sac and tube, where 
the bloody contents are neither purulent nor foul smelling. 
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With hematoceles of moderate size (fist) expectant treat- 
ment may be tried, in a hospital ward. Acute cases are 
often benefited by delaying the operation a few hours or 
even days, under careful supervision and supportive meas- 
ures, in order to permit recovery from the shock incident 
to transportation and to emptying the bowels and careful 
preparation. In these cases laparotomy and not vaginal 
section is preferable. 

Tying off both tubes at operation, because of the danger 
of ectopic on the opposite side, is unjustified. Of twenty- 
four patients five had repeated intrauterine pregnancies sub- 
sequently; two had recurrence of ectopic gestation on the 
opposite side. 


On Injuries of the Thoracic Duct in the Cervical Re- 
gion. (Considerations sur les Plaies du Canal Tho- 
racique dans la Région Cervicale.) VAutTRIN. Revue 
de Chirurgie, July 10, 1905. 


Injuries to the thoracic duct in the course of operations 
on the neck or in radical removal of the cancerous breast 
have been regarded as usually harmless. Vautrin first 
shows the great anatomical irregularities of the duct and 
its frequent divisions and anastomoses; he then proceeds 
to disprove the accepted dictum and warns of grave dan- 
gers resulting from the accident. 

The injury usually does not become apparent until two 
or three days after operation, as the flow of blood, the 
immediate vaso-contraction and the small amount of lymph 
secreted by the fasting patient serve to hide the mishap. 
The loss of milky fluid is at first well borne by the patient, 
but soon inordinate thirst, lassitude, hunger and rapid 
emaciation develop. Finally vertigo, syncope, mental de- 
rangement, cyanosis and hemoptysis usher in the fatal ter- 
mination. Milder cases recover spontaneously or after in- 
tervention. “Lymph thorax” is a serious complication and 
persistent fistulae require secondary operation. 

The author’s first case followed upon an operation for 
recurrence of a carcinoma of the left breast. Two days 
later the lymphorrhea was noted. Two separate attempts 
to ligate the patent opening proved efficient for a short time 
only, probably because of the pliability of the diseased tis- 
sues. The patient died thirty-five days later. 

Of the remedial measures immediate ligation (if the in- 
jury is at once observed) is the best. Later, pressure, 
crushing (forceps pressure), lateral ligature and ligation 
may be tried. Cushing and others have succeeded in 
lateral suture of the wounded duct. 


How to Account for Thrombosis of the Left External 
Iliac Vein After Appendicectomy. (Wie entsteht 
die Thrombose der Vena iliaca externa links nach der 
Appendicektomie.) O. WirzeLt. Zentralblatt fiir Chi- 
rurgie, July, 1905, No. 28. 


In three cases of interval appendicectomies, Witzel has 
noted indefinite pains in the lower half of the abdomen 
and rise of temperature occurring about the fourth day, 
although the wound was in perfect condition. Gradually 
unmistakable signs of thrombosis of the large veins on the 
left side develop, such as pain on the left side, tenderness 
over the region of the external iliac vein, continued rise 
of temperature and general malaise. In one case slight 
repeated chills indicated pulmonary emboli. All the cases 
recovered, but the period of convalescence was protracted 
from two to four weeks beyond the usual time. 

Witzel believes the condition due to the simultaneous 
ligation of the deep epigastric vessels, on the right side, 
when the abdominal incision is made. Peripherally (above), 
the veins at once become engorged, the peritoneum is 
cyanosed and general stasis results. As an aseptic throm- 
bus forms, it sometimes reaches over to the left epigastric 
vessels and thence encroaches upon the left iliac vein. To 
avoid this alarming condition, the author advises to leave 
the rectus sheath unopened, and especially to avoid the 
hockey stick incision. If the vein is injured the artery 
should not be included in the ligature. 


Fracture of the Beak-Shaped Process of the Upper 
Epiphysis of the Tibia—Report of Two Cases. H. 
F. Cassipy. Maryland Med. Journal, August, 1905. 


These fractures are usually due to direct blows and are 
unrecognized until months after the injury, when a marked 
swelling over the tubercle of the tibia appears, accompanied 
by tenderness and some disability. This swelling in time 
ossifies, leaving a marked projection. A lateral x-ray pic- 
ture taken at the time of the injury will render the diag- 
nosis positive; this is important because if the proper 
measures are taken early, the consequent tenderness and 
disability can be obviated. Operation was performed in 
one case with an excellent result. 


Spinal Anesthesia A. E. Hatsteap. International Jour- 
nal of Surgery, August, 1905. 


’ The author has employed this method of obtaining anes- 
thesia in seventy cases of very varied character, where 
general narcosis was contraindicated by serious lesions of 
the heart, lungs or kidneys. In three cases no surgical 
anesthesia was obtained; in all the others satisfactory re- 
sults, lasting during the entire course of the operation, 
were noted. The usual sequele of vomiting, nausea, palpi- 
tation, thirst, and especially headache, occurred, but no 
symptoms of collapse. Tuffier’s technic was employed 
throughout (15 to 20 minims of freshly prepared 2% 
cocaine solution). Spinal analgesia should be confined to 
patients whose codperation can be obtained; therefore 
children, hysterical women, and the insane are not suitable 
subjects. 


A Safe, Simple and Sure Cure for Ganglion. BenyAMIN 
Bragson Cates, Surgery, Gynecology and Obstetrics, 
August, 1905. 


Cates deprecates the treatment of ganglia by pressure, 
striking, aspiration, counter-irritation and even excision. 
He recommends, as an unfailing cure, injection into the 
ganglion, by means of a hypodermatic syringe, of 15 
to 20 drops of an oily fluid, made by the mixture 
of equal parts of crystallized carbolic acid and gum 
camphor (campho-phenol). No aspiration of the fluid 
in the ganglion is to precede the injection, and only 
one injection is necessary to effect a cure. A reactionary 
swelling follows, for which reason Cates applies a splint for 
a few days, when the ganglion is on the upper extremity, 
and enjoins rest in bed when the ganglion is on the lower . 
extremity. For a few days after the injection the ganglion 
does not appear smaller. Then it gradually disappears. 


A New Method of Orchidopexy. Cart Becx. N. Y. 
Medical Record, August 12, 1905. 


Beck believes that Bevan’s method of securing thorough 
reduction of the testicle by freely liberating the cord is 
effective but endangers the blood supply of the testicle. To 
retain the organ in the scrotum he has devised what he 
calls a “necktie operation,” of which the following are the 
steps: Incision similar to that in Bassini’s inguinal herni- 
otomy, “extending from the external ring for more than 
three inches downward alongside the normal direction of 
the cord.” Divide the external oblique aponeurosis, the 
cremasteric fascia, and the transversalis fascia. Open the 
pouch of the testicle, pull it down and divide all tense 
bands of connective tissue and peritoneal adhesions. Thus 
mobilized, place the testicle in a pocket in the scrotum. “To 
secure it there a flap is dissected from the outer margin 
of the inguinal ring downwards and furned in such a man- 
ner that it can be attached to the opposite layer in a semi- 
lunar shape,” thus surrounding the testicle like a necktie. 
Unite the aponeurosis above. 

Beck does not seem to think that this flap operation 
will weaken the inguinal canal, but, on the contrary, says 
that the displacement of the flap narrows the canal. He- 
reports one case. 
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Anastomosis and Transplantation of Bloodvessels. 
ALEXIS CARREL, American Medicine, August 12, 1905. 


This is an exceedingly interesting report of some impor- 
tant experiments undertaken, primarily, with the view to 
finding a new treatment for aneurism. 

In medium-sized dogs Carrel removed a segment of the 
carotid or of the femoral artery and sutured into the hiatus 
a segment from the corresponding vein. Upon removing 
the artery clamps the peripheral circulation was immediately 
restored (unless the vein segment contained a valve). The 
anastomosed segment pulsated and, indeed, was able to 
perform the principal arterial functions. As demonstrated 
by Carrel in 1902, a reverse (arterial) circulation can be 
established in a vein and its tributaries, and such a vein 
will continue arterial function. 


Electric Injuries. E. R. Epson. Northwest Medicine, 
July, 1905. 


This is an interesting study, based on the author’s ex- 
periences of electric injuries in Seattle, Wash. The factors 
which determine the results in cases of exposure to electric 
currents are: 1. The kind of current; alternating currents, 
with the exception of that of Tesla, are more fatal than the 
continuous. 2, The intensity of the current; this depends 
on Ohm’s law of resistance. The thicker, dryer and cooler 
the skin, the less danger there is of a fatal result; this is 
true also if the current impinges on bone. 3. The duration 
of current. 4. The part of the body traversed. “In gen- 
eral one may say that currents are fatal by so much as 
they pass through the heart.” 5. The vital resistance; 
poor health, cardiac weakness, alcoholism, individual idio- 
synerasy. Electric flashes may cause temporary injury to 
the eye. This will result in contraction of the pupil, some- 
times lasting for days, pain, and temporary blindness. The 
burns from flashes are usually superficial. The most im- 
portant characteristic of burns due to contact with indus- 
trial currents, is the extensive sloughing extending beyond 
the area of the burn proper. These burns usually take 
twice or three times as long to heal as those of the ordi« 
nary variety. Electric shocks may result in severe coma 
and convulsions. The lowest fatal voltage which the author 
has seen is 625, although he quotes a case in which a 
voltage of 96 was fatal, the victim in this instance, how- 
ever, being markedly alcoholic. He argues against the 
theory of D’Arsonval that electric death is merely a form 
of suspended animation, ane states that death is the result 
of cardiac paralysis. 

The treatment of hater: shocks is first of all, of course, 
release of contact, then artificial respiration. If the victim 
does not breathe in five minutes and the heart has stopped, 
further effort is usually futile. 


Treatment of Serous Effusions by Injections of Ad- 
renalin Chloride. H.W. Pravut and Patrick STEELE. 
Brit. Med. Journal, july 15, 1905. 


Good results are reported by these authors in peritoneal 
dropsy from hepatic cirrhosis, in pleural effusions and in 
carcinoma of the’ peritoneum. The technic consists simply 
in removal of the fluid and in injecting a drachm of adre- 
nalin chloride, 1-1,000, diluted with a drachm of water. 
[This procedure might have some applicability in various 
effusions,—hydrops of joints, bursitis, hydrocele, etc.] 


Migratory Uterine Fibroids. Reusen Peterson. St. 
Louis Med. Review, July 8, 1905. 


The finding of a loose or unusually attached solid tumor 
in the course of a laparotomy may be very puzzling until 
one thinks of a migratory uterine fibroid. Peterson has 
collected twenty cases of this condition and reports three 


* cases of his own. This condition is always the result of 


a twisted pedicle; the fibroid may become entirely loose 
and exist as a free body within the pelvis; or, as in the 
majority of cases, it becomes attached to some area of the 
surrounding peritoneum, omentum for instance, and re- 
ceives a vicarious blood supply fron: this source. 


Congenital Tuberculosis with Report of a Case. R. W. 
Vee Ne Bulletin of the N. Y. Lying-In Hospital, 
ol. 2, No. 1. 


Lobenstine adds another case of undoubted transmission 
of tuberculosis through the placenta to the fetus in utero. 
Six cases have been reported previously. The mother died 
six days post-partum. The placenta showed the four forms 
of tuberculosis described by Schmorl—tubercles on the peri- 
phery of the villi (intravillous space) within the villus 
stroma, in the decidua basalis and also in the chorion, 
involving the amnion as well. The child died on the 
nineteenth day. The lesions found were acute miliary 
tuberculosis of lungs, liver, spleen, kidneys and mesen- 
tery; broncho-pneumonia, fatty liver and lymphatic 
hyperplasia. Inoculation of liver tissue caused tubercu- 
losis in a guinea-pig, but no inoculation of blood or lymph 
nodes was made. ‘The infection of the child apparently 
took place late in the course of the pregnancy. 


Primary Sarcoma of the Stomach. Morris MANGEs. 
Medical News, July 29, 1905. 


Manges reports two cases of this rare malady. The first 
occurred in a man 48 years of age, who had complained for 
four months of various gastric symptoms and loss of 
weight. The patient ultimately developed pain, obstruc- 
tive symptoms, and a large, irregular mass in the upper 
part of the abdomen. Repeated stomach contents examina- 
tions revealed absence of H.Cl. and the presence of lactic 
acid. At autopsy a large ulcerated lymphosarcoma was 
found. The second case was that of a woman 48 years of 
age, who complained principally of weakness and a tarry 
diarrhea. She was very anemic and developed bloody 
vomiting and melena, severe pain and a mass in the epi- 
gastrium. At autopsy an ulcerated myosarcoma of the 
stomach was found near the pylorus. Clinically, Manges 
quotes Leube to the effect that this condition is non-diag- 
nosticable, although he gave a few points of differentiation 
from carcinoma that might be of value. It occurs at a 
younger age, vomiting and hemorrhage are less frequent 
and are usually late symptoms; pain, fever, albuminuria, 
anemia and weakness, on the other hand, are more marked 
and occur earlier. Perforation is more frequent, also 
splenic enlargement. Omental and peritoneal involve- 
ment are less common. The presence, however, of skin 
metastases, which occur with appreciable frequency in these 
cases, may be of decided value. A peculiarity of the in- 
testinal metastases is that, unlike carcinoma, they rarely 
cause stenoses. The physical signs are inconstant, tumor 
occurring in only 30% of the cases. The examination of 
the stomach contents gives identical results as in carci- 
noma. The prognosis is decidedly better than that of car- 
cinoma (?). As regards treatment, if the diagnosis is 
made, arsenic may be of value if the tumor is a lympho- 
sarcoma; otherwise the treatment is surgical. 


A Case of Recto-Uterine Fistula. L. H. Bernp. Journ. 
Am. Med. Assoc., August 12, 1905. 


Bernd reports the case of a woman, aged 33, multipara, 
with probable syphilitic history, who ‘suffered from head- 
ache, backache, pelvic discomfort, and a bloody fetid dis- 
charge. Examinations showed no vaginal conditions, ex- 
cept a unilateral cervical laceration and a perineal lacera- 
tion. An enema of milk came out through the cervix. 
A very gentle curettage was done, the uterus was packed 
with iodoform gauze, and the other lesions repaired. This 
packing was left in forty-eight hours. Recovery was un- 
eventful, and two months later the patient presented her- 
self, feeling well, and stated that she thought herself preg- 
nant two weeks. The trouble had started five weeks before 


she was first seen, when she had an abortion, and was 


curetted. This was probably the cause of the condition, 
which was perhaps assisted by syphilitic adhesions of the 
uterus. The case is considered rather unique and is re- 
ported for this reason. 
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